PrepLadder 


MORE!!! 


7 
| 
ey 
d 
j 
, 
y 4 
Su 
- d fr y» 
d D 
d bw AZ 
LP. 1 7 
Ei t 
j Cc 
1 ] 4 
Ä 
v L v " 
uw" > 
| Å, E s 
j] : > 
‘ * S. ^ 
ae ne. 
e 
p 
y 
n s z 
m N Á 
N 1 Á 
1 ^ M 
ES a + "i. 
K ERS a pa 
1 On VINieO lecture: 
+ ? VY ^ 
y t y» 
ù 3 PE" ar ^ TR 
- VIO 439 CT 
` WM OB WM ' 4 IP 
A d A Leg 


CLICK THIS PAGE FOR 


~ 
& 
m 
e ^ 
n y ` 
TA " 
é ` A & 
PAPA f 
N à 


For more notes visit 
https://t.me/Latestneetpgnotes 


Or click this page to visit the 
channel 


DISCLAIMER 
FOR EDUCATIONAL PURPOSES ONLY. NOT FOR 
RESPONSIBILITIES IND ISSUES RELATED TO THIS 
ALL COPYRIGHT OWNED BY PREPLADDER PVT. LTD 


INDEX 


EPIDEMIOLOG 
Definitions € Concepts 
Epidemiological Classification 
Case Control Study 
Other analytical studies 
Confounding € Bias 
RCT, Trials 
Disease causation, measurements € milestones 


VACCINES € COLD CHAIN 
Concepts of Immunity, Classification of Vaccines 
National Immunization Schedule 2018 
Contra Indications, AEFIS 
Cold chain in India 
Important facts in Immunization 


HEALTH € DISEASE 
PQLI, HDI, MDPI 
Time Distribution, Epidemics 
Elimination, Eradication, Surveillance 
Levels of Prevention of Disease 
Other Key Definitions Concepts 


SCREENING OF DISEASE 
Definitions 8 concepts, examples form NHPs 
Sensitivity, specificity, PPV, NPV 


DEMOGRAPHY 
Definitions concepts 
Census, SRS, NFHS, DLHS, VRS 


42. 
43, 


PREVENTIVE OBSTERICS, PEDIATRICS & GERIATRICS 
. Obstetric care in RCH 


Pediatric care in RCH 


. Growth & Development 


School Health 


NUTRITION & HEALTHY 
Definition € Concepts 


Proteins, Fats, Rich Sources 

RDA, Nutritional Requirements 

New Nutrition, Guidelines 2020-21 
Nutritional deficiencies 

Food Standards € Food Adulteration 


SOCIAL SCIENCE $ HEALTH 
Definition € concepts in Sociology € psychology 
Social science / Health 


. Family systems in India 


Socio - Economic Status, Social Security 


ENVIRONMENT € HEALTH 
Water 
Air, Light, Sound, Housing, Radiation, Waste Disposal 
Medical Entomology 


INTERNATIONAL HEALTH 
international Health Agencies 


Sustainable Developmental Goals 


HEALTH EDUCATION € COMMUNICATION 
Definition € concepts 
Health Communication Methods 
Health Education 
NEP 2020 


100 


103 
104 
108 
110 


112 
117 
121 


125 
129 


131 
132 
137 
139 


HEALTH CARE IN INDIA 


45. PH care, Elements € Principles 141 
46. Rural € Urban health centres, Workers # Norms 144 
47. AYUSH, Socialized medicine 149 
48. National Healthy Policy 151 


FAMILY PLANNING 8 CONTRACEPTION 
49, Definitions € concepts 154 
5O. Natural Methods, barrier methods, IUDs, Cps 157 
Other FP Methods 


COMMUNICABLE $8 NON COMMUNICABLE DISEASE 


52. General Epidemiology 163 
53. Respiratory Infections 167 
54. Intestinal Infections, Worm infestations 181 

55. VBDs, Arboviral € Viral infections, surface infections 187 
56. Leprosy, HIV € STDs 196 
57, Other Communicable Disease 202 


NCDs 


NATIONAL HEALTH PROGRAMMES, POLICIES & 
LECISLATIONS IN INDIA 


59. RNICP 210 
60. NTEP 215 
61, NPEP, NHM 227 
62. NPCBVI, NACH 232 
63. NVBDCP, NLEP 236 

242 


64. New Health Programs 
65. National Digital Health Mission (NDHM) 245 


66. New Health Schemes, Strategies Initiatives 
67. Health Schemes 
68. Health Policies € Legislations 


69. Bio Medical Waste management 
70. COVID-19 BMWM 

71. Biosafety Levels 

72. Disaster Management 

73. Occupational health 

74. Occupational health Legislation 
35. Genetics € Health 

Mental Health 


77. Definition $ Concepts 
78. HP Committees 


HM techniques & Inventory Control 


BIOSTATISTICS 
80. Variables, scales 


81. Central Tendency, Dispersion 

82. Normal Distribution, Skewed distributions 
83. Statistical Errors, P-value 

84. Statistical tests 


85. Statistical Graph, Correlation, Locations 
86. Sampling 


New Updated Values Criteria 4 Definitions 


ALLIED HEALTH DISIPLINES 


HEALTH PLANNING € MANACEMENT 


261 
266 
271 
274 
278 
283 
285 


290 
291 


299 
301 
306 
309 
311 

314 
320 


PART 1 


Epidemiology 
Chapter 1 


Epidemiology — Among People study 
Definition — Study of Diseases in a population 


Distribution Determinants Frequency 


fin | “™ 


Time Place Person Incidence Prevalence 
Cause 
Most Important 


- Defined by Sohn M. Last 
Distribution 00:04:30 
Time/Seasonal Distribution 
Season Vector 
1. Malaria— Rainy — Anopheles 
2. Dengue — Rainy — Aedes Aegypti 
[Tiger Mosquito] 

3. lyphoid | 

4. Cholera J Rainy 

5. Polio = Rainy 

6. Rotaviral — Winter 
Respiratory InSections 

7. Measles 

8. Mumps Winter 

9. Rubella 


- The Droplet Size that transmits most 


efficiently —<5 y 
- Inter Personal distance where 


transmission is max — <1 meter 
[Try to maintain an arm length from 


patients in OPD] 


10. Chicken pox 
11 H1N1 
12. Diphtheria 


13. Pertussis 


de 


ae 
CT: 


14. DM S po 
15. HTN No seasonal distribution for commonly. ? e 
occuring non- communicable VER 
16. CHD | disease 
17. Cancers 
18. RTA — Winter, Rainy 
19. HIV —  Noseasonal Distribution 
20. Hay Fever — Spring, winter Pollen, Dust] 
21. Asthma — Winter 
Place Distribution > Geographical Distribution 00:16:10 : 
Place Vector 
1. Kala Azar UP, WB, Bihar, Jharkhand Phlebotomus [Sand Fly] 
2. Sapanese Up, WB - Culex Triteniorhyncus 
Encephalitis - C. vishnuii 
- C. Gelidus 
3. KFD Kyasanur Forest [Karnataka] ^ Hard Tick [Hemophysalis 
spinigera] 
4. Maaria Eost 8 North East India Anopheles 
5. Filariasis Coastal Region of India Culexquinquefasciatus 


IC fatigans] 
6. Fluorosis Central & western India 


High Prevalence states [71 
7. HM Tamilnadu, Karnataka, Andhra Pradesh Maharastra, 
Nagaland, Manipal, Mizoram 


Moderate Prevalence states [3] 
Cusarat, Goa, Pondicherry 


Low Prevalence States 
All Other parts of india 


Max reported in world 
south Africa, Nigeria, India 


8. DM L China 
2. india 
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New Diseases 
India LEmerging/Re-emergingJ 


H1N1 Eswine fiu] - Metros 
Congo fever - Guoarat, -  Hyaloma 
Delhi Hard ticks 
Litchi Virus Disease - West - dft MCG 
Bengal 
Ebola Virus - Delhi -  d/t Body 
Fluids 
Zika Virus -  Quoarat, - Aedes 
Tamilnadu 
Plasmodium Ovale -  Quóarat, 
WB, Delhi, 
Mumbai 
NIPAH Virus - WB, Kerala -. Fruits with 
Bat 
secretions 
West Nile Fever - Kerala 


New Diseases World 


H1N1 - Mexico, 
South Asia 
H5N1 [Bird Flu] - Hongkong, 
South Asia 
H7N9 - China 
[2013] 
MERS by COV 
corona virus 
MERS [Middle - Middle COVID- 19 MERS COV- 
East Resp. East by 2 
syn.] Countries Coronavirus 
Ebola - Africa 
Zika - Africa 
COVID-19 - China 


e 
Person Distribution 


00:37:35 m | 

Age Distribution Es 

Measles — 6 months - 3 yrs , EA 

Mumps — 5-9 yrs [school going Age] 

Chicken Pox ~ 5-9 yrs [school going Age] 

H1N1 — No Age Distribution 

Rheumatic fever — 5-15 yrs 

Rota Virus — Younger Infants 

Neonatal Tetanus E Neonates 

Polio — 0-5 yrs 

DM => » 40 yrs 

HTN — » 40 yrs 

CHD — » 40 yrs 

Cancers » 50 yrs 

Cataracts — » 50 yrs 

Typhoid / Cholera -> No age distribution 
Age Groups 

Child — 0-18 yrs 


10-13 yrs [early] 


Adolescent. — 10-19 yrs < 14-16 yrs [mid] 
17-19 yrs [late] 


Reproductive Age = 15-49 yrs 

Croup 

Geriatrics ih » 60 yrs 

Perinatal Period — 28 weeks POG till 7 days 


post delivery 
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Period of —POG » 28 Wks OR BW» 1000grms (or) KS 
viability BL > 35cm oss 
Abortion — POG < 28 WKS OR BW<1000 gms(or) 2 4 
BL « 35 cm 
Still Birth —POG > 28 WKS OR BW > 1000 gms(or) 
BL > 35 cm 
BW is most sensitive 
Sex Distribution 00:49:10 
Measles 
Mumps No sex Distribution 
Rubella 
Chicken Pox 
H1N1 — No Sex Distribution 
Malaria — No Sex Distribution 
Dengue — No Sex Distribution 
DM — Males 
HTN — Females [has higher Life expectancy] 
CHD — Males 
Polio 
Typoid + No Sex Distribution 
Cholera 
HIV — Females [ 7-10 times more chance of 
having infection] 
RTA — Males 
Cancers 

Breast — Females 
Cervical — No sex distribution [only seen in?- sex 

restricted 
Oral — Males 
Lung = Males 
Cataract — Females [higher life expectancy] 

Ed PrepLadder 
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Chapter 2 Te 
e e L ene e LL A 
Epidemiological Classification 
EPIDEMIOLOGICAL CLASSIFICATION 00:03:25 : 
[^ ——Á NORRIS — 
| OBSEVATIONAL | | INTERVENTIONAL 


“Descriptive Hove —  — | | ANALYTICAL EXPERIMENTAL 
| Hypothesis formulation Ze Testing | | Hypothesis Confirmation | ` 
Done In Done by Done by | 
Time cohort study RCT 
Place case control study Clinical Trial 
Person cross sectional study Field Trial 
Ecological study community Trial 
COHORT STUDY CASE CONTROL STUDY 
— Forward — vara 
— Prospective ka Rgprospective 
100 smokers — Lung c cancer => emoking c 100 Lung cancer . | 
2020 2035 2005 2020 | 
| a : 
|: 
Cause — Effect Cause — Effect t 


Exposure = Outcome ` Exposure «Outcome | 
Risk Factor — Disease Risk Factor — Disease E 


——— — —Ó—M——— ] 


Cohort Study 00:15:39 : 
Exposed Non-Exposed 
— 2020 100 smokers — 100 Non smokers 

l | 
~+ 2035 80Lungsmokers 10 Lung cancers 
- Golden rule of epidemiology — Always take comparison ` 
— 2group— Exposed € we wait for occurrence ` 
Non Exposed of same disease in both 
| groups & then compare 


Results calculated by » Strength of Association 
P D PrepLadder 


Strength OF Association is given by 
1. Relative Risk 
2, Attributable Risk 
3. Population Attributable Risk. 


Relative Risk 
RR — L l,— Incidence in exposed 
re— Incidence in non-exposed 


Ine 


.,80/100-10/ 80 _ 

RR 100 100 — 8 

— Implies, smokers are relatively 8 times higher risk o£ lung 
cancer as compared to Non-smokers 

— RR = Risk Ratio — Ratio of developing lung cancer b/w 
smokers and Non smokers 8:1 


— RR»1 — Association present 


RR=1 — NoAssociation 
RR«1 — Negative/Inverse Association—Risk factor is 


protective 


Attributable Risk [AR] / Excess Risk / Absolute Risk / Risk Difference 


(le - Ine) 


AR x100 
le 
EQUATION — S2 /160-x100 —88% 


Interpretation — 88% of Lung cancer can be attributed to 
smoking 


Popular Attribution Risk [PAR] 


PAR 'eraL-^n: x 100 Zeen = ioa — 77 
g 90200 


Interpretation: 
IG smoking is eliminated from the same population then there will 


be a 77% reduction of new cases/ Incidence of lung cancer every 


year in the same population 


Clinician mainly concerned with — Relative Risk 
| Epidemiologist concerned with — Attributable Risk 
| PH Programme Manager — Population Attributable Risk 
, concerned with 
Nas 


COHORT STUDY 
— FORWARDLOOKING STUDY 
— PROSPECTIVE STUDY 
— CAUSE TO EFFECT STUDY 
— RISK FACTOR TO DISEASE STUDY 
— EXPOSURE TO OUTCOME STUDY 
— FOLLOW UP STUDY 
— INCIDENCE STUDY 


FRAMINGHAM HEART STUDY (00:41:44) 
— Most popular cohort study 
— ForCAD(coronary artery Diseaselin 1948, USA 
Made alist of Risk factors 


— . Age group — 30-62 yrs 


Sample size — 4469 — Divided in to exposed € non exposed 


groups 
— Checking of Incidence of CHD every 2 yrs 
— Framingham — Town in USA 
— Type of COHORT Study 


—^ Cohort defined as Group of Individuals having same. 


characteristic 
— Minimum no. o? cohorts required in a cohort study — 02 
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Chapter 3 [p 


CASE CONTROL STUDY 


CASE CONTROL STUDY 00:00:15 : 
2005 — 70 smokers 10 Smokers 
tHistory tHistory 
2020 — 100 Lung cancers 100 Healthy People 
[Diseased] [Non Diseased] 
t t 
Cases Controls 
„Cases | We ask history of same exposure 
2 groups in both the groups 
Controls & then compare 


Strengthof Association — Given by ODD's Ratio/Cross Product. 
Ratio : 


7 
oa 
Q*C bid 
Cases Conhrdi 
op too 
Interpretation 
OR 1 — Association Present 
OR 71 — NoAssociation 
oR 1 — Inverse/Negative Association — RF is protective 


Lung cancer cases have 21 times more chance of reporting 
History of smoking as compared to healthy people in the study 
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Case Control Study 
— Backward looking study — TROHOC study 
— Retrospective study — case reference study 
— Efect to cause study 
— Disease to Risk factor study 
— Outcome to exposure study 


case control 
— deal Ratio for Good case control study— i : 4 
Minimum ratio for case control study — i + 1d 


00:16:10 


CASE CONTROL STUDY 
— Quicker study 


COHORT STUDY 


—Time consuming study 


—Expensive study —Cheaper study 
—Incidence, RR [more —Odds Ratio | 
accurate] | 


—Recall Bias + nt 


—No Recall Bias 
—No loss to follow up | 
—Loss to follow up [Attrition] | 
e | Max allowable attrition 
Rate <5% 


| 
| 
e  l|deal retention rate » | 
957 —No Hawthorn Bias | 

| 


—HAWTHORN BIAS - Study 


subsects alter their 
behaviorwithout notice —No Ethical problems 


— Ethical Problems present Useful for rare diseases 


—Not useful for rare diseases 


multiple —Multiple Risk factors can be | 


studied together 
—,Outcomes can be studied 
together 
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Chapter 4 


OTHER ANALYTICAL STUDIES 


00:00:22 
CROSS SECTION STUDY / SNAPSHOT STUDY / PREVALENCE STUDY 

—]Done at apoint time, neither Corward or backward 
—E.g. 2020 

smokers — 26%, 

Lung CA — 01% 
— Can't calculate strength of association 
— Gives Prevalence 
— Based on primary date [Investigator collects data himself] 


ECOLOGICAL STUDY / CO-RELATIONAL STUDY 00:02:54 
— Done at a point of time 
— Used in Nutritional surveys 
E.g.— Avg. fat intake = 20gm/day 
—.Can't calculate strength of Association or Prevalence 
— Based on secondary data [collected by someone else, studied 


by investigator] 
RCDRCSPCSCOCSE 


:O6: 
UNIT OF STUDY uurorsruw 0006:32 
— Results of study Applicable Cohort —Individual 
on 
—Cohort 
—Case control E — Population 
Individual 
RCT — patient/case 


—Cross sectiona 
Descriptive — population 


Ecological — Population — Ecological fallacy 
— All analytical studies are individual except Ecological 
13 
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Chapter 5 
CONFOUNDING € BIAS 


CONFOUNDING = Error 00:00:34 . 


— Any factor associated both with exposure € outcome 
|leads to 
Mistaken estimate of outcome 


— SmokingL[Exposure] aro loosmebyt ` doo Ven rem ` 


alba el 
e Nola ` "elen c 
Ge) ` uis 
LungCACoutcome] fatar ae o mp wg 
GR 


— Confounding can be removed by MATCHING : 
e Equal distribution of confounding factors in both the groups : 


Confounding can be removed by 00:08:08 : 
1. Matching — MCused /simplest : 
2. Randomisation — 2nd Best Method 
3. Restriction 


4. Stratification 
5. Statistical Modelling / Multivariate analysis 
6. Stratified Randomization— Best Method 


Bias: 


— Type of Systematic error 
— 3Group 


| Subsect Bias | e RECALL BIAS (CASE control study) 
e HAWTHORN BIAS [cohort study] 


| INVESTICATORY| 


00:10:59 : 


e Interviewer BIAS — ELIMINATED by devoting] 
EQUAL time : 


e Selection BIAS 
e MISCLASSFICANTION BIAS 


‘ANALYSER |  [ CALCULATION ERROR) Not seen now a day 


E PrepLadder 
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00:17:40 
BERKESONIAN BIAS — d/tdifferent hospital admission rates 
— Eg. 
Medical College Medical College 
2020 2021 


No Oncology Department Oncology Department +nt 


| | 
Eus T 10 
100 OPD 1000PD 


— Based on location reputation of an institute 
— Type of Investigator 


Pygmalion Bias 00:20:54 
— ted motivation by teacher,t the marks of students 
— Type of Investigator [3rd person] Bias— Selection Bias 


GOLEM BIAS 
—5Demotivation by teacher can decrease marks of 


student 
Blinding 


Types 
Single Binding ^ — Subsects are not aware of Rx used to remove 


subóect Bias 


Double Blinding — Sub3ect € investigator not aware 


Removes subsect & Investigator Bias 
Most common seen Blinding 


Triple Blinding ^ — Sub3ect, Investigator $ Analyzer not aware 
Removes subiects, Investigator &Analyzer Bias 


Best Blinding 


Open Study _, Complete absence of Blinding 


Eresch l 
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Chapter 6 Lag 
RCT, TRIALS FA 
Randomized Control Trial [RCTJ 00:00:24 
EQUAL $ Comparison New 
Known chance Group Drug 


-.ANew Antipyreticdrug — M 
— Unit of study — Patient/Cases 


RCT ` x uu ert 
i ae 
Experimental Croup Reference Group 
Intervention Civen No Intervention 


D 
* 


L ^ Drug given L No Drug given 
707 Reduction of 10% Reduction of fever 
fever 

25% people may take PCM — Subsect 

Bias 
{ 
Hawthorne Bias 
i, M Drug Given i. Placebo given 
Single Blinding 
707% Reduction of 10% Reduction of fever 
Fever 
K. M Drug given H Old Drug [PCM] 
E d 

Drop oot Cres over 


— {TT Dntention to Treat Trial] --Results of RCT are not 
Dropouts or cross over affected by death, 
—in Preciinical Trials ^ —came to know that M 
works only if fever » 103 F 
—-company Hides it & 
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Selection Bias 0:12:03 
- Selection Bías in RCT removed by Randomization 


Randomization applied 
1. At selection of 200 pts 
2. At distribution into EG € RG — Best time Cor Randomization 
3, At Medication 
4. At comparison of Results 


— Randomization Remove — Selection Bias 
Remove — Confounding 
Matching removes — Confounding 
Blinding removes — Bias 
— RCT> RCS > PC> CC> CS> E 


Types of Randomized Trials 00:20:50 
1. Clinical Trials 

2. Preventive Trials 

3. Risk factor Trials 

4. Cessation Experiment 

5. Trials o£ etiological Agents 

6. Evaluation of health Services 


Types of Non Randomized trials 
1 Uncontrolled Trials 
2 Natural Experiment 
3 Before 8 After comparison studies 


Ga 
. L 4 Z 
D PrepLacder 


Clinical Trials 


Phase | — 
Phase ll — 
Phase Ill o 
Phase IV — 


00:22:31 
Healthy Human Volunteers 
Done for safety 4 Non-toxicity 
Maximum Tolerated dose tested 


Patients 


Done for Efficacy 


Maximum drug failure is seen 


Patients 


comparison with existing drug 
New Drug launched in market 


RCT done 


most important phase 


Patients 


Done for long term side effects 


Post Marketing Surveillance 


Longest - Time period — Lifelong [ideal] 


or 
10-25 yrs 


PhaseO — Healthy Human Volunteers 
For micro dosing (e.g. 1/10th dose] 


Pre clinical Trials done in Animals 
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Chapter 7 3 T 


DISEASE CAUSATION, MEASUREMENTS, 
MILESTONES 


THEORIES OF Disease Causation 00:00:19 | 
L.Theory of spontaneous — Given by Aristotle 
Generation 
2.Germ Theory of Disease — by Louis Pasteur 


3.Multifactorial causation of — by PattenKotter 
disease 


4,Web of causation — by Mc Mohan € Pugh 


5.Epidemiological Triad — Agent, Host, Environment ` 


closed — interaction b/w them 
6.Epidemiological Triangle — Agent, Host, Environment | 
Time at center 


7.Advanced Model o£ Agent is replaced by . 
Epidemiological angle causative factors Not only ` 
Environmental Factors, but ` 

g also Nutritional, Genetic . 


—— Psychological factor ` 
S55 required : 
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8 Beings Model 


B Biological Behavioral 


factors 


| Immunological factor T 
N Nutritional factor cere Am 


OGANDO pen 
S Social, Services &Spiritual Lat 


G Generic factor 


factor 


mer? 
E Environmental factors p. 
Sarg Lr 


E we 


Web oF cousar” 


2Hills Criteria of causal Association / Surgeon General's 00:08:25 


1. Temporality 


2. Specificity 


3. Consistency 


4. Strength 
5. Biological 
plausibility 


6. Coherence 


7.Dose Response 


8.Cessation of 
Exposure 


— Cause precedes effect 
Best established by cohort study 
Most important criterion 


— Diseased caused only by a particular risk 


factor 
— Most difficult criterion to establish 


— Results must be replicable in different 
settings 


—  RRor Odds Ratio 


— Results are scientifically rational 
Lexplainable1 


— Studies must support each other's result 
$1 — smoking ted in females 
S2 — smoking is a RF of Lung CA 
$3 — Lung CA ted in females 


t in dose should 1 Response Relationship 


Stopping the exposure | Disease 
— incidence 


Tools of Measurement in Epidernics 00:14:55 ze i 
Sg 
RATE Bri 1000 aispartofb E d Ye 
10000 
100000 
RATIO e a isnot a partofb 


PROPORTION —7 — x100=% a ispartot b 


New Cases 
-*Inci ce Total Population at risk x 100 


New+4Old Cases 


— Prevalence Total Population 


x 100 — Proportion 


Female! «1000 — -» Ratio 
Males 


{ 


— Sex Ratio 


+ 943 
-Case Fatality Rate M TI x1000 - Proportion 


— CFR o£ Rabies -100 
CFRO€ JE ~ 30-357 


— IMR —ACSLINFACT DEATHS | 1000 


e 
Live Births Rate 


MR CLERI x 100000 — RATIO 


— FATHER of Epidemiology — Sohn Snow 

— FATHER op Modern Epidemiology — Sohn Snow 
— FATHER of Medicine — HIPPOCRATES 
— First true Epidemiologist — HIPPOCRATES 
First distinguished Epidemiologist — SYNDENHAM 
— FATHER of Public Health — CHOLERA 


—Nationalinstitute of Epidemiology — CHENNAI 
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Chapter 8 NG ef 
VACCINES € COLD CHAIN 
IMMUNITY 00:00:16 
infections EL 
Vaccines -— — —3 ACTIVE 
Formed within body 


Immunoglobulins — ^ Passive 


Vertical Transmission formed outside body 


(Mother —Child] 
Classification of Vaccines 00:03:51 
Live Killed | | Toxoids ` |. Protenaceous 
BOG ‘Pertussis ` n E 
OPV RABIES ` Ta | acellular 
MEASLES IPV | | | Pertussis 
MUMPS Hep A | | | Anthrax 
RUBELLA MENINGO | 
Y. FEVER -COCCAL . 
VARICELLA KFD | Polysaccharide 
TYPHORAL  SEKilled | ES EE 
SE LIVE HINT > ` pue M 
H1N1 LIVE Killed | | 
BOUR. "Le | Pneumo- cocccal 
nea G, Meningo-coccal 
Combination Hib 
. : Glycoconsugate | 
MR DPT _ MENINGOCOCCA | 
Pentavdent . E HEPATITIS B 
. Hib HPV 


Chapter 9 Zong 


National Immunization Schedule 
2021-22 


— Component of UIP (universal Immunization programme] 1985 
Learlier Name — Extended Programme of Immunization CEPI, 
1978] 


— UIP is a part of RCH Programme under National health Mission 
[NHM] 


Start at birth $ completes at 16 yrs of Age for boys 
[For girls + TT during pregnancy] TT in pregnancy 


00:01:26 
At Birth — BCG, OPVo, Hep B 
6 Weeks — DPT1 OPV1 HepB1 Hib1 Rotai FIPv1PCv1 
10 Weeks —  DPT2 Opv2 HepB2 HiB2 Rota2 
14 Weeks — DPT3 Opv3 HepB3 HiB3 Rota3 FIPv2 PCV2 
9 Months — Measles 1 or MRI, VitA [1 lakh], SE Live 1, 
PCV-Booster 
Every 6 month — Vitamin A L2lac IU each] till 5yrs 
16-24 month —. DPTB OPVB, Measles 2 or MR-2, SE Live -2 
5 Years —, DPTB 10yrs — TT 16 years — TT 
[Proposal >, à TT at 10 years, 16 years, pregnancy to be 
replaced by Td) 
PENTAVALENT VACCINE — DPT, HepB, HiB by IM 


TOTAL VITAMIN-A Dose in NIS — . 17LACIU 


TE AUER 


e 
No. of Doses Under NIS 00:08:14 Ka e 
"EE Bon 
VE — 7 
BCG — 1 
Diphtheria — 5 
Pertussis — 5 
Hep B — 3 
HiB — 3 
Rota Viral > 3 
SE live = 2 
PCV — 3 
Measles — 2 
MR — 2 
IPV 
HPVUD)  — 2 
lm — 1 
Vitamin A  — 9 
DELAYED IMMUNIZATION [ UNDER NIS 00:12:27 : 
BOG —Till 1 year age Pentavalent— Till lyr age 
OPV Till 5 yrs age FIPV—= Till lyr age - 
DPT —Till 7 yrs age POH — Till lyr age ` 
Hep B — Till 1 years age | 
HiB — Till 6 years age 


Rota Viral + — Till 12 month age 
Measles Till 5 years age 


SE — Till 15 years age 
VitaminA  — Till 5 years age 
Q — Till 16 years age 


26 E PrepLadder 


AdH 
8 si93bdaH 


:9ubutquio28» 


3uSp^o3uad 
ldd - 
aw ‘Aww - 
:uompulquuop . 


, DJID^0303 


SA (NTH 
qH - 9^ 3e 
[pooooouneug - pooooobutusw - geen 
:8306ncuo9 pooooouneud - pe 
| W-E - | 
:9piJpuoa2ps AIO d ; 
E | — Sasoow 
l ; Mdo 
S3NOOVA 40 NOLL V2HISS Y TO $ 09; 
x Bal J^ E OR 
4 B o 4 qi - 
| |pooooobuuaw - 
: J 
A snup38| - ; af. 
`  Duanudg - ) Og 
"Spoo ear 
SC | sssmuad - 
| Pap ` ^, da | 


27 


iN 


e 


e 


Chapter 10 Ce 
GE: 


CONTRAINDICATIONS, AEFIS 


Contraindications 00:00:16 : 


1 Pregnancy — All live vaccines CH Except YF vaccine 


- Attenuation— Reduction of Virulence ` 
&Maintenance of Antigenicity 
- Pregnancy is a immuno-comprimised 


state 
2. HIVPOSTIVE — —All live vaccines CH 
Asymptomatic —No vaccine CH 


Adult 


Symptomatic Adult —All live vaccines C/l except MMR, 
Varicella, Zoster 


Newborn —All live vaccines Cl except OPV, 
Measles 

3. Immunosuppression ` All live vaccines CH 

Corticosteroids 

4. Lactation —Y. fever vaccine CH 

5. Fever — Typhoid vaccine 

Diarrhea — Noch 

PEM — No CI 

Epilepsy — DPT vaccine CU Pertussis — Active 
progressive Disorder — (C 

Cerebral palsy — Noch 

6. During Epidemic — All vaccines C/I except Measles 
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Mumps 

Rubella 

Diphtheria — 2-6 days 
SEPSE M. Meningitis 

Influenza 

Food Poisoning 


Typhoid— 10-14 Days 


- Vaccines require 6-8 Wks to form immunity 
- Max.IP ot common epidemics is <21 Days 

- Cfinlntra epidemic 

- Indicated In Interepidemically 


- Measles 

e IP - 10-14 Days Q. Measles IP Period 
10th Day Fever starts 1. 10 days 
14th Day rashes starts 2. 12 days 

e |P of vaccine induced 3. 14 days 
measles — 7 days 4. 16 days 

e Post exposed vaccine 
must be used Within 3 
days of exposure 

1. Post Disaster All vaccines CH 

2. C/ together — Yellow fever & Cholera 

Maintain a gap of 3 wks 
00:14:45 ` 


AEFI LAdverse Event following Immunization] 
— Observation period after administration of vaccine — 30 minute - 


—, Most common vaccine associated with 


— Measles 
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— MC vaccine Associated with 
1. GBS 
intessusception 


2 

3. fever 
4 Febrile Seizures 
5 


HHE (Hypotensive 
Hyporesporsive Episode] 


6. Persistent Inconsolable 
crying 


7. Osteomyelitis 

8. LAP [lymphadenopathy] 
9. Brachial neuritis 

10. Thrombocytopenia 


— Killed Influenza vaccine 
— Rota Viral 

— Pertussis [DPT] 

— Measles 


— Pertussis 


— Pertussis 


= BCC 
— BCG 
TT 

— MMR 
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Chapter 11 


COLD CHAIN IN INDIA 


COLD CHAIN 00:00:16 - 
— Maintenance of temperature of all vaccines from Point of 
Manufacture to Point op Administration 


— Temperature of cold chain — +2°c to + 8°c 
Except OPV [long-term storage] ---15°c to - 25°c 
Yellow fever vaccine — -30°c to + 5°c 


WALKEN Feng Duration of 
Storage 
State/Regional Walk in cold +2°¢ to +8°c 3 Months 
Rooms 
Walk in -15°c to - 25°c 
freezer 
CHC/District Large ILR +2°c to +8°c 1 month 
Large Deep -15°c to -25°c 
Freezer 
PHC Small ILR 2°c to 8°c 1 month 
Small Deep -15*c + -25*c 
Freezer 
Sub centre Vaccine +2°c to*8*c 24-48 hrs 
carrier 
Village Ice Pack +2°c to*8?c 02-04 hrs 


—— —— A — — ag A7 


e 
Lowest level of vaccine storage in India PHC em 

$ wë Es : 
— Max. cold chain failure occurs at Sub centre 4 below ; 


—)Bhrs. of electricity/Day a E 
required (without electricity eeler. Ma c : 
canmaintainc5 Days] 

-»4|ce packs; 16-20 vials, 
up to 24-48 hrs 

—Up to 2-4 hrs, plain 
tap water 


REVERSE COLD CHAIN 


- Part of National Polio Elimination Programme 
- Transportation of Polio Stool samples at +2°C to +8°C 


00:08:22 ' 


WARM CHAIN / KANGAROO MOTHER CARE 


- Used for Neonatal hypothermia in Low BW, Pre Mature New: 
Borns 
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Chapter 12 
Important Facts in Immunisation | 


LYOPHILISED VACCINE [FREEZE DRIED VACCINE] 


- Available in Powder Form 
- BCG—Normal Saline 
- YF -—Coldsaline 


- MMR Distilled water Used within 4hrs except 

- Measles J Sterile water YF vaccine —<1/2 Hr 

- SE — Phosphate Buffer Saline | 

- Hib — DPT / Saline Otherwise Toxic shock 
T syndrome can occur 


— Reconstitution by Diluent 


VACCINES STRAINS 00:02:42: 
BCG —  Danish1331 derived from M. bovis 
Time required is 13 yrs [239 serial subcultures] 


for single dose 
OPV — P1, P2, P3 tBivalent P1, P3] 
Measles — Edmonston Zagreb Schwarez 
Moraten 
Mumps - Seryll Lynn 
Rubella — RA 27/3 
Yellow fever — 17D . 
Varicella — OKA Strain u 
SE Killed — Nakayama,Beising P3 
SE live — SA-14-14-2 
HIN — A#/Cali€ornia/2009 
Rabies — Fixed viralstrain 
Anthrax — Sterne strain 
Typhoral > Waa ` 
Anti-malaria — Litic cocktail [SPF66] 
Mosauirix — KISS u 
AnbHIV | — MVA [modified vaccinia ANKARAJ 
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BCG OPV DPT HepB Measles VitA Rabies 
Dose 0.05m 2 0.5 OSm O.5ml 1m/2m| imi 0.2ml 


Drops mi 
Imi 
Route ID — Ord M M S&C Ord M 10 
Site LU AL AL Rt Arm Deltoid Multi sites | 
Deltoid thigh thigh 


— Strength of VIT A 100,000 IU/ml 


Rabies Vaccine Schedules 00:09:36 : 


1. Post Exposure 


DayO 3 7 14 28 


ESSEN REGIMENT 
—m Ze kee Aach 


THAI UPDATED 
Ze 2-2-2-0-2 


ID RED CROSS REG 


2. Pre Exposure 


IM Day O 7 2328 


Anti cervical cancer vaccines 00:11:30 : 
1 Cervarix Bivalent — MHPV16,18 
2. Gardasil Quadrivalent — HpV 16,18,6,11 


— Age Group — 9-25 yrs 
Ideal — at onset o* puberty 
> for Both Boys € Girls 


3. Cardasii9  Nonovalent — HPV16,18,6,11,31,33,45,52,58. 
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Roll of Compounds 00:12:50 
AL (Oh)3 in DPT — Adóuvant[1antigenicity] 
Thiomersal in DPT — Preservative 
Mgcl2 in OPV —Thermostabilizing agent 
Efficacy of Single dose 
BCG — 0-80% [=50%] 
Measles —) 90% 
Rubella 95% Chighest] 


First vaccine ` — Edward Jenner 
[small pox vaccine] 

Term'vaccine — — Louis Pasteur 

Term vaccination' —» Edward Jenner 


1. MALARIA VACCINE MOSQUIRIX ERTS,S] 00:15:17 
5 Arecombinant protein based malaria vaccine ; 
5 World's First Licensed Malaria vaccine 
+ Efficacy — 26-50% in infants € Young children 
5 Preparation — Pre Erythro cytic circum Sporozoite protein 
CCSP] of the Plasmodium Falciparum malaria parasite 
+ 
Envelope protein of the Hepatatis B virus [HBSAg] 
* 


Adsuvant EAsO1] 


2. DENGUE VACCINE - DENGVAXIA [CYD-TDV] 
- WHO endorsed world's 1st ever vaccine for Dengue fever 
_, Live recombinant tetravalent vaccine with dilute saline, no | 
adsuvants, no preservatives 
+ STRAIN — CYD-TDV 
+ Age group — 9-45 yrs age living in endemic areas 
+ Schedule _,3Indsections at 0,6 8 12 month 


> PRODUCTION OF VACCINE | 
^ Replacement of PrM Fre -membrane] § [envelop] structural 


genes of the yellow fever attenuated 17D strain vaccine’ 
with those from 4 dengue serotypes 
(D1, D2, D3, D4] 


3. MYOBACTERIUM INDICUS PRANII [MIP] VACCINE 
> Made in India Leprosy vaccine to be launched 


To be given along with a dose of Rifampicin ; B 


+ Developed by GP Talwar [ Founder Director, National Institute : 
of Immunology, Delhi) 3 


SWITCH: 00:18:43: 
Vas ob India — 25th April 2016 | 
RER, P,P, Pakistan, Afganisthan, Nigeria Polio* nt : 


MISSION INDRADHANUSH 

—7 Vaccine Preventable disease 
1. TB 
2. Polio Rota Virus 


The switch 
3. Diphtheria — «MR 
4. Pertussis IPV 


5. Tetanus SE + HIB + PCV 4? CH 


6. Hepatitis B tOPV bOPV 
7. Measles 


00:19:43: 


- 100% coverage by ‘catchup campaigns’ irrespective of previous. 
immunization status by 2020 


VACCINE VIAL MONITOR 


^ Marker of cold chain maintenance of vaccine 
= Potency of the vaccine 
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DIAL Thermometer E 
-. Used for cold chain 
temperature monitoring 
^ done twice/day 
— Even a Health worker can 
do monitoring with this 
> Based on Thermocouple 


PART 3 | co 
Chapter 13 
PQLI, HDI, MDPI 00:00:16 : 
PHYSICAL QUALITY OF LIFE INDEX HUMAN DEVELOPMENT INDEX | 3 
—— Index - combination of indices — INDICES t 
um E 
— INDICES | LiteracyRate/Knowledge/me | ` 
1. LiteracyRate anyearot E 
Schooling/Educationindex/En | : 
2. InfantMortality rollment Ratio 
3. Life Expectancy Tor - Meanyears of 
schooling [Preferred] 
+ Range — O«PQLK100 2. Income/Income per 
capital/US &PPP 
^ Value for India 65 PPP —PurchasingPower 
arity 
3. Life 
Expectancy 
Birth/ 
IEo/Longevity 
at birth 


+ Range  O«HDk +1 
> Value for India 0.647 
[Rank-129] : 
- Medium development | : 
Value for Norway0.9 |: 
[Rank 11 
- Most development 
country 


——— — 
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HDI CALCULATION ` ` [| MINNIUM MAXIMUM 


MYS [MeanYears of O 13.1 | 
EYS [Expected Yrs OF 18 
schooling] | 

| 
EDUCATION INDEX OoOo | 0.978 | 
INCOME [PPP] 107,721 $ | 
"mn 20 yet ` mz 

— HDI is complimentary to HPI Human Poverty Index 
India’s HDI value 0.647 
00:14:55 ` 


BPI [Below Poverty Line] 
1. CALORIC INTAKE 
- Rural —«2400K.cal/Day * 
- Urban —«2100K.cal/Day* 
2. INCOME PER CAPITA 


Tendulkar committee 2011-12 Rangara3ancommittee 2013-14 


Rural « 27/-per day « 32 /- per day 


Urban « 33 /- per day < 47 l- per day 


- 22% BPL - 29.5% BPL 
1. Income per capita [World Bank] 
- Extreme Poverty < US $1.90 per Day 
- ModeratePoverty « US $ 3.10 per Day 
39 
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Chapter 14 Le 


TIME DISTRIBUTION, EPIDEMICS 


TIME DISTRIBUTION OF DISEASE 00:00:16 : 
|. Short term Fluctuations : 
[Days - Weeks - months] — Epidemic 
Il. Long term Fluctuations 
[Decades] — Secular Trend Slow rise or slow fall] 
It. Periodic Fluctuations [Repeatedly] 


- Seasonal Trend — tor |inapopular season 
- Cyclical Trend — t or | in a population after a gap ot. 
every few Years. : 


- Foodpoisoning — Epidemic 5 
BhopalGas Tragedy — Epidemic; Methyl ISO Cyanide 
exposure on 3-12-1984 
Chernobyl Tragedy — Epidemic ` Cesium [Cs], lodine [12] e 
Strontium [Sr] 
Exposure on 26-04-1986 


c  SECULPR TREND 


Malaria Dengue in Rainy Seasons 
Respiratory infection in winter seasons 
heat stroke in summer 

Measles — Once / 2-3 yrs 

Rubella — Once / 6-8yrs 

Influenza show max. cyclical trend b/c op 
BW Drift [d/t point mutation] 


SEASONAL TREND 


Cyclical Trend 


LN EE 


Max. Antigenic variation 
Shift [d/t genetic reassortment) 
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TYPES OF EPIDEMICS 00:11:04 
|. Singe Exposure, Point Source Epidemics | 
t T ` wiel — Hr HK 
Crbisech wel 
- Multiple peaks are Known as SECONDARY WAVES 
lll. Propagated Epidemics 
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e 
- 1 case of TB not on treatment can give rise to 10-15 Ka 
cases/ years [not more cases d/t Sub clinical immunity] E 
- Only shown by diseases which have PERSON - PERSON MA 
TRANSMISION 


- May show SECONDARY WAVES some times | 
- BCT (Bhopal Gas Tragedyl— Single Exposure Point Source. 
Epidemic 


CT [C ChernobylTragedy] — Single Exposure point source: 
Epidemic 


HIV/STD —  Propagated Epidemic [Person-Person. 
Transmission] 


HIV/STD [Commercial Sex Workers] — Multiple Exposure: 


Point Source Epidemic : 
PolioOfinindiaNow]  — Propagated Epidemic : 


EPIDEMIC 00:28:41; 
- No. of cases of a disease clearly in excess of normal expectancy 


2017 — 4900cases 


2018— 5600 cases 2020— 15000 cases — EPIDEMIC 
2019— 4900 Cases 


Normal Expectancy of Polio in India » 0 
if 1case reported — Epidemic 


- No.ofcases of Disease» Mean + 2 SD — Epidemic 
- Mean — 5000 cases / yr 
SD — 800 cases / yr 
Epidemic — 5000 + (2) (800) —» 6600 cases / year 


- New Disease Occurrence is EPIDEMIC 
-  Reoccurrence of Disease is EPIDEMIC 
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ENDEMIC 00:34:13 
-. “Constant or Continuous Presence’ of a disease in a population 
+ Endemic Diseases in India 
- Measles, Mumps, Rubella, Chicken Pox, Pertussis 
TB, HIV, Cancers, Diabetes, HTN, CHD 
^ Epidemics can arise from Endemics also 


PANDEMIC 
— Country - to- country spread 
op Eë 

- HIN1[Swine Flu] 

H5N1 (Bird flu] 

HIV Llargest Pandemic] 

Ebola 

Zika 

H7N9 

COVID-19 


&- Endemic -» oae 


00:37:52 


SPORADIC 
> Scattering OF cases in Time, Person 
E 
- Arsenic Poisoning 
- Snake Bite 


DISEASE showing Epidemic, Endemic, PANDEMIC 
SSPORADIC—INFUENZAELHN,N, yous 
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Chapter 15 | f. 


ELIMINATION, ERADICATION, 
SURVEILLANCE 


CONTROL 00:01:05 
~ Reduction of transmission to such alow level that it stops to be 
Public Health problem 
> |Ihcidence, | Duration, | Financial Burden, | complications 


ELIMINATION | 
- Complete interruption of transmission but Organism still present . 


Regional [country] term In India 


1. Gunieworm (Dracanculiasis] Feb 2000 
2. Leprosy Dec 2005 
3. Maternal Tetanus, Neonatal Suly2016 
Tetanus 
4, Yaws Suly2016 Quim 
Elimination level for leprosy <1 case/ 10,000 population 
< 1.0 case/ 1000 Live Births 


Elimination level Cor Nnt 


ERADICATION 00:03:40 | 
- COMPLETE EXTERMINATION OF ORGANISM 
- Globalterm 
- AllorNone phenomenon +nt 
- Eradicated Diseases globally 


1. SMALL POX [8th May 19801 - only disease eradicated until now | 
- last case reported in 1977 in somalia : 

2. Polio virus Type 2 on 20th September 2015 

3. Rinderpest [cattle Disease] 


Disease Free Status 
- Polío — 27-03-2014 
- Trachoma — 08-12-2017 
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Candidate/potential/Target Disease 
Elimination [ndia] — Polio 
Eradication [world] — Polio 
Monitoring Analysis of performance of 
routine measurement 
Surveillance — Ongoing systematic process of 
fall factors affecting a disease] 
data collection, compilation, 
analysis & Interpretation and its 
application 
MONITORING SURVEILANCE 
— Continuous overlooking — Continuous scrutiny of all 
progress of healthy Factors affecting adisease 
activity with attention,authority & 
suspicion 
— No inbultaction — Inbuilt action component 
component ispresent 
— No Feedback — €eedbackis inbuilt 


— one time linear process — cyclical continuous process 


— smaller concept — Broader concept 


TYPES OF SURVEILLANCE 00:16:20 
1. Passive — Patient reports to health system on his 
own [90%] 
2. Active — Health System goes to community in search 
of cases [8-107] 

—, seen in 4 NHPs of malaria by MPW [M] 
once/fortnight Polio by SMD [surveillance 
MO] as part of AFP TB by ASHA | TB 
supervisor 
Kala Azar by House to House visit 
Used to identity missed/Hidden cases 
seen in NHP, OF HIV Lin blood back, Anti 


Natal clinic, STD clinic] 


3. Sentinel — 


45 


— —H m — 090 9-444 
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LEVELS OF PREVENTION DISEASE 


00:00:14 : 
MODES 
PRIMORDIAL — before the ^ Health Education 
emergency of Risk 
factors 


PRIMARY — Risk factor present — Health promotion 
But no disease Specific protection 


SECONDARY  — Disease possibly + Early diagnosis ¢ 
started in the body Treatment 


Tertiary — Disease in >- Disability limitation 
Progression/Over Rehabilitation 


- Primary can prevent the Disease/outcome 
- Secondary cannot prevent the Disease/outcome 


EXAMPLES 00:07:26 : : 
— Measles vaccines administered at 9 month of age 
- at 9 months maternal antibodies are absent — Risk Factor Ror 
measles vaccination Specific protection 
- Primary level of prevention 


— Tetanus Toxoid 
- Inoury [Risk factor] present 
f Primary 


- specific protection for Tetanus 
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— Hepatitis B Vaccine Cor medical professionals A 
- Riskis present D jdm 
- specificprotection ` Primary P 


— Rabies [post exposure] vaccine 
- Risk factor present 
- specific protection H Primary 


— Rabies [Pre exposure] vaccine 


- Risk factor is present 
- specific protection h Primary 


All vaccines including BCG vaccination by default comes under 
primary prevention Except, When BCG is used for Rx of 
Bladder cancer — SECONDARY prevention 


Condoms [HIV] — PRIMARY 
Risk factor LHIV/STD] 

- Specific protection 
Condoms pregnancy (outcome) — PRIMARY 


— Combined OCPs, IUDS, Sterilization — PRIMARY 


Masority op contraceptive methods by default comes under 
PRIMARY PREVENTION except in stiuations like 


- combined Ocps in PCOD — SECONDARYE Rx] 


Sputum smear Examination — . SECONDARYIDiagnostic 
for AFB 


CXR for pneumonia — SECONDARY [Diagnostic] 
Peripheral blood smear Ex. — SECONDARY [Diagnostic] 
for malaria 

Blood culture in Typhoid — SECONDARY [Diagnostic] 


— SECONDARY [Early 


Papsmear [screening Test] 
detection —Dx] 


—DOTS for Tb —SECONDARY [Rx] 
—MDT for leprosy —SECONDARY [Rx] 
—ACT For malaria —SECONDARY [Rx] 


_.D0C for malaria chemo prophylaxis — Doxy or mefloquine — 


PRIMARY [specific protection] 
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e 
| All screenings /All Diagnostic tests by default are SECONDARY). 5 
| Level Prevention] ` 


ge UN 
Crutches in Polio —  TERITARY [ Locomotory Rehabilation] ` 
Physiotherapy in Polio —  TERITARY (Disability Limitation 8 
Rehabilitation) 
pneus -> TERITARY (Disability Limitation $ 
Rehabilitation] 
IOC for cataract — SECONDARY [Rx] 
LASIK — SECONDARY [Rx] 
MOSQUITO NETS — PRIMARY (specific protection] 
Mosquito repellents — PRIMARY [specific protection] 
DDT — PRIMARY [specific protection] 
Gambusia _, PRIMARY [Specific protection] 
Source reduction for — PRIMORDIAL 
mosquitoes 
Father asked his son, 
- Not to adopt bad — PRIMORDIAL 
habits 
* Leave his bad habits — PRIMARY [Health 
- Son leaves bad — promotion] 
habits on advice : . 
ot father PRIMARY [specific prevention] 
Preserving Traditional — PRIMORDAL 
lifestyle 
Changing lifestyle — PRIMARY 
Fetal USC = SECONDARY [early Dx] 
IFA Pregnancy — PRIMARY [specific protection] 


Folic Acid 3 Months before — PRIMARY [specific protection] 


conception 

Mobile eye clinic > SECONDARY [Early DX] 

Seatbelt/helmet - , 

Monitoring of BP > PRIMARY [Specific protection] 
> SECONDARY [early Dx] 


Best level of Prevention — Primordial 
Best level for NCD (Non — Primodial 


comm. D1) 
Best level for TB — Secondary 
Best level for Leprosy — Secondary 
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Chapter 17 


Other Key definitions $ Concepts. 


ICD - 10 (International classification of Diseases] 
— 10th edition 
^ Revised every 10 years 
+ 3Volumes 
l- Classification 
ll- Instruction manual 
M- Alphabetical Index 


— 22 Chapters 


— ICD -10-cmIclinicalModification] — 3 Volumes, 21 
chapter 
— unknown etiology of adisease — HU chapter or 


KR chapterfinally 
— Psychiatric disease 'F chapter 


ICD-11L2018] 


> 3Volumes 
-| - Tabularlist 
- fl - Reference guide 
- M - alphabetical index 
~ chapter 26 and v, x 


SPECTRUM OF A DISEASE 00:03:47. 


DISEASE 


impairment —loss of any cnatomicaliphysilogicalipsychoogical 


function] 


Disability unable to perform Routine activity [according to. 


age & sex] 
Handicap— unable to fulfil social Role 
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RTA CRoad Traffic 


Loss of Hand 
cannot DRIVE 


Unemployment 


CASES 
Primary case 


Secondary 


Index case 


Incubation Period 


Median IP 


Serial Interval 


Generation time 


Latent Period 


~> 


-> 


A 


E 


> 


Disease — Diabetes 


Impairment ^ .— Erectile Dysfunction 
Disability — No sexual Activity 


Handicap — Divorce 


00:07:44 
First case of a Disease 


All cases Who develops from Primary 
case 


First case that ‘comes to notice of 
investigator ' [primary/sec]J 


Time interval between Entry of 
organism till ist Sign/Symptom 


Time taken for 50% cases to occur 


Interval/gap b/w primary € secondary 
case 


Time gap b/w Entry of organism till 
max. Infectivity 


Time gap b/w onset till first 
detection 


Corresponding term to IP for non 
communication diseases 


EA 


e 
wë < 

y L3 

Á y 


CARRIERS pt 
Contact (^ carrier who develops infection from | RK 
: acase | Hn 
boot Eech 
| Paradoxical |^ develops infection from another - 
| | carrier j 
| chronic Lë carrier who sheds » 6 months | 
Ee | 
| Incubatory E sheds Organism even inIP | 
| convalescent |^ sheds organism even in Recovery | 
Ces "KEE 
| Pseudo | -> carrier of avirulent organism 
N E E OE E PAR —— ————— —————— 

ICEBERG PHENOMENON 00:14:15 

Tip Clinical cases Apparent cases 
Diagnostic tests used 
Secondary level of prevention 
Hidden/submer — carriers latent ` 
ged L inapparent 
Preclinical ` Schied | Cases 
^ screening is used 
— secondary level of prevention 
LineoffDemarc — — lies between Inapparent ¢ apparent 
ation cases 
No carriers Sé No Ice berg phenomenon 
-Measles, Tetanus 


Rubella,Pertussis, Rabies 
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STANDARD OF LIVING 00:19:08 = 

^ Depends on ( as) 
H Housing H Health Lt 
| Income E Education An 
S Sanitation R Recreation 
O Occupation O Other 

N Nutrition 


SOCIO ECONOMIC INDICATORS 

He Housing 

Fl Family Size 
Available per capita calorie 
Growth Rate 
GNP 
un Employment 
Dependency Ratio 


UMOND bP 


CFR [Case Fatality Rate) 00:21:32 ` 
= Deaths x100 


Cases 


— Proportion 
^ CFRSELSapanese Encephalitis] — 35% 


_. Measure of Virulence of Organism [killing Power] 
— Limitation 

- only for acute Diseases 

- Time interval not specified 


SULLIVAN'S INDEX 
> DFLE- Disability Free Life Expectancy 


DALY 00:24:04 
5 Disability Adsusted Life Year 
— Years lost dit disability or pre mature death of aperson 


— Best indicator of Disease burden ina community 


eo 
INCIDENCE | 


No.of new cases 
ain, Biber tdi sci EE 
Total population at risk 


— Rate 


Lë 
x100 


PREVALENCE 
~ NO. OF New + old cases 
Total population 
> Proportion 
^ always expressed In percentage 
> Prevalence = Incidence x Mean duration of Disease 


Q. A New Drug does not cure but reduces complications $ death. 
What will happen to incidence 8Prevalence? 

— Incidence —Same 

— Duration —1ses 

—Prevalence — — ses. 
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Fa 
Chapter 18 
00:00:16 
Screening — Search for an unrecognized Disease or Defect 
in apparent Healthy by means of RAPIDIALY. 
APPLIED TESTS 
WHY TO DO SCREENING SCREENING DIACONOSIS 00:04:14 
Applied On — Populations — Individuals 
BASED ON — Onecriteria — signs / symptoms, c/€ 
COST — cheaper — expensive 
TIME — Faster — Time consuming 
ACCURACY  — Inaccurate — Accurate 
BASIS OF > X X d 
Rx 
E PrepLadder 
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SURVIVAL ANALYSIS Kee 
E 5 us. 
{ 
buert 7. 


nme — 
KAPLAN MELYER fRMP^LNCLE 


os nm » 5 » 5 
"o 


> Colonic cancer has highest 5 year survival past screening. 


NHP EXAMPLES 00:11:36. 


sputum smear ex.| ` 


—  -AFB-Stain 
^^ A PBS for MP-SSB 
+ Hypoanesthesia stain 
LEPROSY ~ ERS CEUSA RAPID — . Clinical 
HIV SIMPLE] Examination 
not useful western Blot 
+ Mammography 
BreastCA [Best]; in «35 yr Assay 
Thermography 
USC FNAC 


recommended in Biopsy 


CERVICAL CA | Visual Inspection with | > colposcopic Punch| ` 


DL Acetic Acid [VIA] Biopsy 
PAP Smear 


PROSTATECA |—Prostatic specific 
antigen * DRE PSA 


DRE 
Chest x Ray 


Biopsy 


LUNG CA Biopsy, CT 


ORAL CA > Bi Manual OralP  scanBiopsy 

DIABETES ^ RBS ^"  FBS»126 mg/d/ 
OGTT » 200 
mg/d/ HbA,C. 


6.5% 
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TYPES OF SCREENING 
MASS SCREENING 


HIGH RISK/SELECTIVER S. 


MULTIPHASIC SCREENING 


MULTIPURPOSE 


SCREENING 


OPPURTUNISIC 
SCREENING 


00:26:53 


> Appliedonlarge population; 
Eg: CXR in elderly 


> Appliedinhighrisk group; 
Eg: commercial sex workers 


^)2 tests tolarge no. of people, 
Eg. annual Health check ups 


>>| test applied for >| disease, 
E.9. HIV, HBV, HCV in Preg. 


> Screening of RHD in school children 
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Ndi + NL 
X —_ 


NL bw 
AN SEA anigoipaug anigoGan A 


001 9 


dd +dL 
dL 
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007 X 
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Chapter 19 Sama 


Sensitivity, Specificity, PPV, NPV 


SENSITIVITY — 77X100—7—3X100 


TP+FN 


SPECCITY—— —Áx100  —"*_x100 


TN+FP 


PPV [Positive Predictive Value] 
+ 100.— 100 


a*b- TP+FP 


NPV [Negative Predictive] —z:5X100 e E 


—5 out of those diseased, few report positive on ST 
— Sensitivity 


— out of those positive on ST, Few actually 
diseased ———— X100 — PPV 


TN+FN 


— Those diseased as well as positive also — True Positive 


otal f cases atc 
PREVALENCE Zong of cas’? 400 —~——x100 


Total Population 


ACCURACY —.——x100 
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H. Sensitivity —  =x100 =80x (15 
. P uu Ll. 
Specificity — ^ —x100-60X 
© © æ 
e GT 
PPV —  15,x100-66.6X B o dh 
NPV — = x100=75x% 


Q. Sensitivity-90%, specificity -90%, Prevalence-10%, PPV=? 


BAY'S THEORM 00:17:56 
sensitivity x prevalance | 
pr [sens x prev]*((1—-spec)(1-Prev)] 100 
90x100 


—PPV (90x 100)+ (10x90) X100 — 50% use 100 instead of | 


—STEP1 
— Step2  — Total Population = 1000 Chypothetic all] 


Step 3 — Prevalence—.10% —Totalcases = 1000 x 10% = 
100 


Step4 — Total cases- 100 No disease- 1000-100 = 900 
Step5  — sensitivity -90% ;a = 90 8C = 10 
Step 6 


Step7 — x 100 = 50% 


l 


Specificity -90% of b+d = d = 80, b=90 
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+ PPV depends on sensitivity, specificity , Prevalence 


~+ Pretest Probability of Disease = Preval 
probability = PPV ence Post test 


SCREENING TESTSIN 00:27:30 
One test Lafter *ve result] both tests 
After other together 
COMBINED SERIES PARALLEL 
SENSITIVITY Decreases Increases 
SPECIFICITY Increases Decreases 
PPV Increases Decreases 
NPV Decreases Increases 
PRECISION VSACCURACY 
Repeatability close to tree/actual value 
Consistency 
Reproducibility 


RELIABILITY [now] VALIDITY [now] 


90900 


6! 


— Student BP — 320/80 : rapa 
140/46 } Precise : Se v 
BP Apparatus 2 m Inaccurate >> 


as 


on 140/69 } imprecise 
BP Appartus 2 90/20  Ipaçurate »» 


30/120 


120/82 } Precise >>> 
BP Appartus 3 - Accurate 
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PART 5 oon 
DEMOGRAPHY 00 4a 
Chapter 20 
00:00:21 
Demography — Scientific study of human population 


1 Size 
2. Composition 
3. Distribution 


CRUDE BIRTH RATELCBR] DEL Births 4400 —India-20.0 


Total Mid yr population 


CRUDE BIRTH RATELCBR] ——Z2taino.of Deaths X 400) Ana 6.2 


Total Mid yr population 


Growth Rate[GR]/ — CBR-CDR 


DEMOGRAPHIC GAP 
DEMOGRAPHIC CYCLE 00:02:50 
CBR CDA 
| Highstationarystage high high 
ll Early Expanding stage high Starts | 
lll Late Expanding stage Starts | Already | 
IV Low stationarystage Low Low 
CDR >» CBR 


V Declingstage 


30 30 
> India currently in stagelll^ CBR 1 CDR i 
20 20 
— Stage V Countries 
fa PrepLadder 
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A 


o 

- Russia, Singapore etc Ke 

I If Irl IV V iK : bs 
CBR B 
COR 
+ Maximum — Late stage ll 
Starts contraction — Early stage lll 
Minimum — Stage! lV 
Negative — StageV 


— Demographic Transition -In Economic development, 


DEMOGRAPHIC FERTILITY INDICATORS 00:10:53 : 


TFRETotal fertility Rate) > Totalno. op children born to 
a 9— completed family size 


CFR[Gross Reproduction Rate] > Total no. of Girl children 
born toa9 


NRRENet Reproduction Ratel > Totalno of Girl children born 


to a taking into account 
their mortality 


Q IC HR- 4, GRR - ? — 2GRR or NRR - 1/2 HR 


| —CGRR or NRR - 1/2 HR | 


Q Ie HR-2.2, CBR- ? 


[5 CBR »[8HR1 «1 | 


718.6 per 1000 MYP 


^ Goalof HR 2.1by 2017 — current HR 22.2 
Goal of NRR1 by 2017 
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+ Most imp. demographic fertility indicator — NRR 


To achieve NRR 1 — CPR» 60% 
To achieve NRR 1, Ideal contraception Sterilization 
[vasectomy] 
CFR [General e eis So Total Live Births 
ertility Rate] EE a100 
CWR child women Ratio] EES ta 


Total women [15-49 yr] 


DR [Economic Dependency Ratio] __<15y+>65yrs [Non earning] 
1S—6Syrs [earning] 


Q@.0-15yrs_ - 30% 
»65byrs  - 10% 
Dr? 

30%+10% _ — 66 
= "uw ee 100 


+ 66non earning population dependent on 100 earning population 
100 Earning population is supporting total of (100+66) 166 


population thigh CBR/CDR 
Low CBr/CDR 


Chapter 21 Gs 


CENSUS, SRS, NFHS, DLHS, VRS 


CENSUS 00:03:42 
— Once every ^ . 1Oyrsliast @ 2011] 
First census — 1871[15tillnow] 
First Disability — 1881 
census stop — 01 march 00.00 Hrs. Big/Great 
Indian device — census of 1921 


Big/Great\ndiandivide | — ^ onlyin1921, we observed decline 


-— . 


ma UU Au A ay- 200 


> Ministry — Home Affairs 
> New inclusions in census 2011 


1. 10 finger prints 

2. Iris scan 

3. Photography 

4. ULD [Aadhar No.1] 

5. NRC [National Registration for citizen] 


Sex Ratio (00:09:09) 
OD a Senf emae 000 
No.of Males | 
^. SRIndia — 943F/1000M [due to female infanticides] Highest— ` 
Kerala — 1084 
iOwest — Domp SD — 618 (union Territory] 
Haryana [state] 
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For more notes visit 
https://t.me/Latestneetpgnotes 


Or click this page to visit the 
channel 


Q Totalpopulation 


AE 3:2, SR — 7 j 
A Ze: 
3X i EN x UN 
SR 22Xx1000 —666.6F/1000^ ` 
b 
Child Sex Ratio 
m Sex ratio and Child Sex Ratio (0-6 yrs) 
= Females (0—6y -— Sax Astro 2-6 
CSR Males [0—6y] x100 n e 
—> CSR India — 919 
^ Highest —Mizoram „È "Hd 
> Lowest — Haryana  .. 4 Nem 
"S NS Je WE. 
dr oi 
Literacy Rate i l 
Total No.of literates e 
sd Total pop.>/7yrs x100 — Proportion 
M - 82% [4/Sth] 
> LRindia — 74% ba 
F - 65% [2/2rd] 
5 Highest — Kerala 
Lowest — Bihar 
5 Literate — Read, write € understand any 1 language D/ 
7yr agel 
5 LRusedin —.PQLI, HDI, HPI-1 
GrowthRate 
^ Decadal Gr — 17.644 
+ Annual Gr — 1.64% 
> India in — very rapid growth phase 
Population doubles — 35-47 yrs 
+ AGeriatric — 8% 
+ %0-5 yrs old — 10% 
+ Zurban —31.34 
EJ PrepLadder 
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n-—————3— A SE 


SAMPLE REGISTRATION SYSTEM [SRS] 00:17:41 


— Once every — 6 Month 
+ Most accurate 


record data in India 
— IMR, MMR, USMR, NNMR, CBR, CDR, GR collected 
> Ministry — Home affairs 


SRS 2019 Latest Data 


National family Health survey [NFHS] 


20.0 per 1000 mid-yearpopulation 
6.2 per 1000 mid year population 
13.8% per 1000 live births — 
32 per 1000 live births 
113 per 100 000 live births - 


Decadal Growth Rate 
IWER — 7 l 
MMR 


population sciences, Mumbai Rounds completed — 4 


NHFS 1 > 1992-93 
2 £j 1998-99 
a > 2005-06 
ín 2015-16 
5 2018-19 


NHFS- 4 Data [2015-16] 
—HR 


= 22 
—)>/ 4 Anti natalvisits —-— bU 
Institutional Deliveries — 797 
—EBF (Excel. Breast — 55% 
Feeding] 
— Underweight ^ 36% 
—Wasted mb 
— Stunted ^ 38% 
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— Data collecting sytem b/c only dual: 


00:20:00: 
+ Once every — 5-6 yrs by International Institute of 


D PrepLadder 


SS 


District Level HOUSE hold Survey CDLHS] 00:23:10 
— Once every — 5 yp 
+ Rounds completed —4 
DLHS 1-1998-99 


2- 2002-04 
3- 2007-08 
4- 2012-13 
V VITAL REGISTRATION SYSTEM [VRS] 00:23:44 
~ Births — <21 Days 
5 Deaths — <21 Days 


5 Marriages  — 30 days|60 Days|90 Days 

^ child Borne to NRI couple abroad, birth registration done with in 
60 Days of arrival 

> Birth Registration is responsibility of Hospital 


Population Pyramid / Age-sex Pyramid -Type of Double Histogram 


Male ombo Female 


t. 
Age -^- 


| Shape — 
Upright triangle, with Broad Spindle shaped pyramid with 
Base $ Narrow bulge in middle 


Top Developing countries Developed countries 
t 
Developing country Developed country 
2. SPAN - Indicates life expectancy 
Shorter Taller . 
3.Symmetry — indicates sex Ratio 
iy Se in understanding the 


+ 3'S of a population Pyramid 
demographics of a country 


PART 6 ut 


PREVENTIVE OBSTETRICS, 
PEDIATRICS & GERIATRICS 


Chapter 22 

OBSTETRIC CARE IN RCH 00:00:19 : 

NFPP—— — CSSM . RoW 

1952 1992 1997 

[NHM - 2013] 

NFPP — National Family Planning Programme 

MCH — Maternal& Child heath 

CCSM — Child Survival safe Motherhood 

RTI — Reproductive Tract Infections 

SIT — Sexually Transmitted Infections 

NHM — National Health Mission : 

RCH — Reproductive $ Child Heath programme 

[part of NHM-2013] 
OBSTETRIC CARE [EARLIER] 
OBSTETRIC & Newborn care 
Essential Emergency ONC 
BE CEMONC 
[Basic] [comprehensive] 
Level | Level tl Level ul 
Pics 24x7 Petes, CCS Dif, FRUS 
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^ 
L Registration L Manual Removal : z) 
of Placenta 8 BEMONC AES: 
2 AN care 2. Oxytocin 
3, Safe Delivery 3. Antibiotics 
4. PN care 4. Anticonvulsants 
5, New Born care 5. Assisted Delivery 


6. Vacuum Aspiration 


7. NB Resuscitation 


8. Blood transfusion 


9. Surgery 

AN VISITS 00:08:18 
— Recommended AN — 13-14 — 7 
Visits 0-3 month—once a 

month 

8th month —^ 2 

— Twiced month 

9th M.onwards — 4-5 

—Once/week 

13-14 


— Minimum AN Visits — >/ 4 
1 -—Registration 


2 — 14-26 WksPOG 
3 — 28-34 wksPOG 
4 — 36W -Delivery 


— Minimum PN visits — 3-4 


E Preptadder 
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UI 


+ 3inInstitutionaldelivery (Day 3,7, 42) = 
— 4inhome delivery (Day 1, 3, 7, 42] (Oh 


MPW [F1/ANM takes the responsibility of PN visits 
ASHA workers Post natal visits separately— 6-7 

- Gininstitutionaldelivery — Day3 714212842 

- ?|Inhome delivery — Day 13 7142128 42 


MCH INDICATORS 00:15:10 
IMR Infant mortality Rate) — Infant « 1yr | 
MMR LMaternal Mortality Rate] — Maternal Death 


Any time in pregnancy, labour/delivery or «in 42 days of delivery 


USMR {under 5mortality Rate] — ` U5Death — 0-5yrs 

NNMR (Neonatal Mortality Rate] — — NN Death — 0-28Days | 

PNMRIPerinatalmortality Rate] — PN Period > 28 wks POG. 
— 3 D Post delivery | 


SBR (Still Birth rate) —  StillBirbh —POO»28wks 
BW » 1000 gms 
BL» 35 cm 
MCC India 
wR x1000[32) LBW & Prematurity 
MMR m x 100 000 (1131 PPH IDC —Anaemia 
UBMR— "UTE Dean x 1000 (391 LBW & Prematurity 
NNMR—Zeonatel Death, 4000 [24] LBW & Prematurity 
live Birth 
Prag eenma nee 1000 £23] LBW 8 prematurity 
Re 1000 (22) Maternal InCections 
Abruption Placenta 


72 D PrepLadder 


————"Ó—M————— d 
Pa 


IFA TABLETS e? 
TR 
SE 
Adult tablet ^ KidsSyru E 
Iron 60 mg 20 P í £A 
Folic Acid 500 mg 100 mg 
1tab/D x180 Days 1 Bi weekly 
(4-5-6 i POG] [6-59 moths of age] 
(Lactation/3m] 
TT in Pregnancy 00:24:46 


Primi — 2doses[1month apart] — ASAP in Pregnancy 
[No Chin 1st/Trim1 

2 doses — Total duration of Protection - 5 yrs 

Next Pregnancy occur with in 3 yrs — only 1 Booster Dose [ASAP] 


— 1Dose in current pregnancy # Next pregnancy with in 3 yrs 
— 2Dosesof TT ASAPL1month apart] 
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Chapter 23 


PEDIATRIC CARE IN RCH 


BIRTH WEICHT 00:00:20 - 
~ Average Birth Weight — . 2.8Kg | 
— LBW inIndia —  «2.5Kg 
^ Ke pre term Delivery, LBW —> «25g 


(LBW doesn't depend of Gestation] 
^ Minimum samp Size required to estimation-—500 


mate prevalence of LBW — 
WHO classification of LBW 
LBW «2.5Kg 
VLBW «1.5Kg 
ELBW «Kg 
TERM 37-42 WKS 
LBW— SFD [Small for date1—«10th percentile 
weight o€ gest. age 
POST TERM | SCA [small for Gest. Age) 
»42WKS J e MCC— IUCR 
—BWmeasuredby  — SALTER'S SCALE [spring Balance] 
— BW Double by —5m 
— Triples by — 2yrs 
Birth Length 00:06:16 : 
—AverageBLindia —> PO cms 
—Htat the end of Infancy — 35cms 
—Ht doubles by > 4yrs 


— Field instrument 


| 


Infantometer 
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BREAST FEEDING 


— Exclusive Breast Feeding 


tillBreast feeding till 


Vaccines LOPV, 
RotaviralvaccinesMedication 
s [ORS also] 

Vit Bsupplementation 


Energy content 
Protein content 


Most abundant type of lg 


Most abundantlgin 
colostrum/beestings 


— EFA exclusive to Breastmilk 


— AAinBreastmilk 


— 


Breast Feeding Initiation Guidelines 


Vitamin most deficientinmilk 


Most def. inBreastMilk 


—After a normal vaginal 
Delivery 


After aC section 


After a NVD 


— O-6 months Gy 


> 0-2 yrs 


Permitted in Exclusive breast 
feeding 


— 65 Kcal/100ml 
— 0.9 to 1.1gm/100ml 


> Ig A»Ig D, Ig G, 19 M, Ig E 
— IgA IgD, G, ME 


— DHA 

E helps inBrain development 
Cmyelination]Taurine Cuseful 
inBrain development] 

— vitamin c 


— Vitamin D 


— ASAPK 1hr 
— ASAP/ «4 hrs 


— At the delivery table 


itself 
[Early release of Oxytocin 
— |PPH 
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LED 


HigherQuantities of 
HUMAN MILK 


LACTOSE 

Iron 

Water 

Ca*+:P Ratio 

Vit A,C 

Cu, Co, Se 

cysterine, Taurine 
Linoleric Acid 

PUFA 

Casein: Whey [40:60] 


COWS MILK 


Calcium, Phosphorus 
Vit B,D 

Na” k’ 

Methionine 


Casein: Whey [80:20] 
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00:14:08 
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Chapter 24 


GROWTH& DEVELOPMENT $ 
NUTRITIONAL STATUS 


Best Indicators In Children 00:00:21 
1. Growth — Weight [Weight for Agel 
Development — Weight [Weight for Age] 


Nutritional status — Weight [Weight for Age] 
»MacL[mid Arm circumference] 


MID ARM CIRCUMFERENCE 


Field instrument ` SHAKIR's TAPE 


Normal 
Mild-mod PEM 
Severe PEM 


6m-5yr 


Age group 


PEM STATUS INDICATORS 
1 Low =, Underweight — Acute on chronic 
wt for PEM 


2 Low — Wasting — Acute PEM 


hh for 

ei l 

3 ie — Stunting — (Chronic PEM 
Ht for 


Age 


_ PER» 


B Preptadder 


GROWTH CHART (00:06:40) és RS 
+ Passport to child growth I 
^ Given by DAVID MORLEY — E 
+ »55 types *nt 


viet? GROW TE CHART 
Ae wwe M— pr ——— e 


Over NOURLCHED URE. 


-W 


UNOER MNOVRILHEO 


Wis 
eT Gi 
E ipti iu m) " 
jl [d je H T | T 
Am Tnt 
"HL ~am hage > 


URC-Upper reference curve — 50 thpercentile for Boys 

LRC-Lowerreferencecurve — 3rd percentile for Girls = 80 3 
of URClies - 2SD beloe URC 

Based on NCHS [National centre for Health Satistics] 


ICDS Growth Chart (Integrated child Development services] 
Used € ANCANWADI 
Standard line ech 50th percentile Cor Boys 
-2SDline —  3rdpercentile for girls 


Based on MGRS [Multicentic Growth Reference study] Standards 
e WHO child Growth standards 2006 : 


Agt = ANN has marked weight for age on the WHO 2000 standard 
chart. There are 3 children with severe , 6 children with 
moderate under-tutiDon Ten children are normally 
nourished 


78 Fa PrepLadder 


ARS 


Medical super discovery of last century ; 


WHO reduced | wg 
Osmolarity ORS | ReSoMal | Super ORS 
Na y 7? yo Rice/ Storch! 
d e 20 p R] Alanine based. 
CY : 65 |. 65 _ (NO MONOSUGAR) 
Citrate , 10 i Zen 
Glucose; 7? pi E | 
245 mmol/itr | 
2 t CN Rehydration 
| NaG- 269" malnourished Person 
Glucose - 13.5 
TCD- 29 
20.5 gms ; 
PrepLadder 
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SCHOOL HEALTH 


^ First Recommended By Bhore Committe [1943] comprehensive : 


School Health Programme by RENUKAROY committe [1960] 


HEALTHFUL SCHOOL ENVIREMENT 00:00:59 | 


1. Class Room «40 Students 

2. Per capita space > 10 sq. Feet 

3. Door 8 Window area» 25% of Floor area 

4. Desk -minus type 

Naturallight fromit side — e J| Sch) 
6.lurinal / 60 

I sanitary Latrine / 100 


3. Recommended Frequency of School Health Examination onceló. 
month 


SCHOOL VISION SCREENING PROGRAMME 


^ Screening done by class teacher 
5 1 Teacher Per 50 student 


~ Visual Acuity cut off Cor Refferal —<6/9 


PREVENTIVE CERIATRICS 
^ Geriatric Age —)60 yrs 
~ Geriatric population — 8% 
~ MChealth disorder — cataract 


= MCC of Death in» Foy — Cardio vascular Diseases 
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PART 7 c 
NUTRITION € HEALTH Sg 
Chapter 26 


(00:00:15) 
NUTRITION—Science that studies interaction of nutrients in relation. 
to the maintenance, growth repair, health $ disease in body. 


NUTRIENTS Dod 


MACRO 
NUTRIENTS 


MICRO 
NUTRIENTS 


— grams/day — mg/day 


Lu | a e — 


Proteins Zin 


Se 
"em 


PROXIMATE PRINCIPLES — MACRO NUTRIENTS (00:02:41) | 


mg 
— Energy + Fats [9 »Proteins »carbs [4.1 K. 
[4.2 cal/gml 


Kcal/gmJ 


=> El ^ 10-15% 
El 


K.cal/gm] 


Chapter 27 


PROTEINS, FATS, RICH SOURCES 


PROTEINS 


QUANTITY QUALITY 
1. Protein Energy Ratio Best indicator - | ing order 


(00:00:15) ; 


1. Digestible Indispensable AA score ` 


CDIAAS] 


2. Protein Digestibility corrected 


AA score [PDCAAS] 
3. Net Protein Utilization 


4. Amino Acid score 
5. Biological value 


6. Protein efficiency ratio 


NPU [Net Protein Utilization] 


BV-Biological value 
DC-Digestibility Co-£ficient 


BVXDC N2 Retained 


NPU- —100. ^ W2INTAKE X100 


—HighestNPUfoundinEgg — 96 
Milk — 81 
Meat — 79 

—Highest quality — EGG — REFERENCE PROTEIN 
Highest quantity — Soyabean[ 43.24 proteins] 
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(00:02:23) 
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—64ó 
6g 
1.5mg 
30 mg 
250mg 
70 K.cal 


(00:05:07) M tis 
Proteins P 
Fats SS K A 
Iron (Fe2*] 
Calcium 
Cholesterol 
Energy 


— Highest NPU is due to it contains all essential Amino Acids in 
balanced proportions. 


SOYABEAN LAmong pulses] (00:06:08) 


— Highest 


Proteins [43%] 

NPU 

FAT 

Energy [432 kcal/100g] 
Iron 

Vit B1,B2... 


ESSENTIAL AA [EAA] 


—10[8*2] 


SOY ^BEAMNS 


(00:07:18) 


—P Phenyl Alanine 


V Valine 


T Tryptophan 


T Threonine 
| Isoleueine 
MMethionine 
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Histidine 7 Seri EAA—f— Infancy l Ll A e 


Araginine — | Adolesance In these 
conditions 


EE EE ` = 


Luecine - Pregnancy 
Ge L.. Lactation 


LIMITING AMINO ACIDS (00:10:48) 
—Deficient in a Good item : 
—Maize — Tryptophan & Lysine 
—Cereals — Threonine d Lysine 
—Pulses — Methionine S cysteine 
—Supplementory Action of proteins 

Two different food items must be eaten together 


FATS : 
ESSENTIAL FATTY ACIDS [EFAS] (00:16:15) ` 
—Linoleic Acid — Most essential : 
Linolenic Acid 
Arachidonic Acid 
Eichosa Pentanoic Acid 
Docosa Hexanoic Acid [DHA] : 
RICHEST SOURCES (00:17:19) ` 
Order 
— EFA 
— Safflower oil 
Sunflower Oil 
Corn Oil 
Soyabean Oil 
| 
Olive Oil 
Croundnut Oil 
| 
Coconut Oil 


Bn Fibvt«q SAt FOER 
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c 

—, Linoleic Acid Aa T 

ArachidonicAcid Satelower Oil Eu 

PUFA 
— MUFA — Olive Oil 
— SFA — Coconut oil 
— Linolenic Acid — Flax seed Oil 
— EPA —  FishOils 
— Iron — Dried Pumpkin seeds Pistachio Nuts 

Cashew nuts 
— Vitamin A 
- Overall — Halibut Fishliveroil, other Fishliveroils. 
HALTEU? FECH 

- Fruits —  Riped Mango 
- Vegetables — Carrots 
— Vit D 

- Overall — Fishliver oil [Halibut] 

- Fruits Ed X 

- vegetables — X 

Vit D 
No plant source 
Vit B12 


Strict vegetarians develops deficiency of B12 


— Mit C 
1 Amla [Indian Gooseberry) 
2. Guava (Non citrus] 
3. Cabbage [Vegetables] 
4. Other citrus fruits 
— Colden Rice 
- Genetically modified crop [GMC] 
- richínlron 8 B-Carotene 


POOR SOURCES 


Eg ———— Carbohydrates 8 Vit C 
Milk — —* Iron& VitC 
Meat ————> Calcium 


Fish * Carbohydrates $ lodine 
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(00:23:46): 


Chapter 28 


RDA, NUTRITIONAL 
REQUIREMENTS 


RDA [Recommended Dietary Allowance] (00:00:15) 


Nutritional requirements for any nutrient that can satisty the 
needs of 97.5% population 


—All Nutrients — —» Actualrequirement + some extra energy 
Energy — —» Actualrequiremnet + No extra energy 


(00:03:03) : 


REFERENCE INDIAN WOMAN : 


ACTIVITY LEVELS 


8hrs of moderate work 
4-6hrs of sitting/moving 
2hrs of walking/Recreation 


ENERGY REQUIREMENT (00:05:04) : 
MAN WOMAN 
Sedentary 2300 1900 Kcal/D 
Moderate 2700 2200 Kcal/D 
Heavy 3500 2900 Kcal/D : 
PROTEIN REQUIREMENT (00:06:31) 
MAN WOMAN 
0.83 0.83 gm/Kg/day 
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8 Hrs OF SLEEP 8 Hrs of sleep 


ENERCY REQUIREMENTS (00:07:20). 
INFANTS 


0-6M 6-12M 
K.cal/Kg/D K.cal/D 92 80 
500 670 
PROTEIN REQUIREMENTS 
INFANTS 
0-6 M 6-12M 
gm/Kg/D 1.16 1.69 


ADDITIONAL ENERCY REQUIREMENTS [Kcal/D] 


Pregnancy * 350 
Lactation 

0-6m + 600 
6-12m + 520 


(00:12:09) 
Recommend Folic Acid Calcium Vit A ^ lodine Fluoride : 
Actual ed Intake Mcg/D  "g/D  Mcg/D Mcg/D mg/Ltr 
Requirement 


Iron mg /day 


Retinol =ppm 


MAN 0.8 
WOMAN 1.6 
PREGNANCY 2.8 


LACTATION... 1.6 


| 
| 


—Fluorine — Double Edged Sword 
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— Folic Acid Requirements 
For Adolescents 

—Calcium Requirements For 
Infants 

— Vit A Requirement For 


Infants 
— Sodium requirement 


— Potassium requirement 
— Zine requirement 
—Vit K requirement 


—»- 


— 


— 


— 


400 Mcg/d 
500 Mg/d 

350 Mcg/d 
2000 mg/D 
3500 mg/D 


10-12 mg/D 
0.03 mg/Kg/D 
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Chapter 29 | tas 


Nutrition Guidelines 2021-22 


These guidelines are devised by 
1) Indian Council of Medical Research, (ICMR), New Delhi 
2) National Institute of Nutrition (NIT), Hyderabad 
3) Department of Health Research, New Delhi 
4) Ministry of Health 8 Family Welfare, New Delhi 


Reference Body Weight: 


| Indian reference 


2010 guidelines 


| Newer 19-39y 
| (97^ Percentile 65Kg 55Kg 
Weight / Height) 


BMI Normal 18.5-22.9 
Energy Requirement Guidelines: 


Adult Man Adult Woman 
Sedentary 2110 1660 
Moderate 2710 2130 
Heavy 3470 2720 
BMR | 
Old Guide Lines: 5% reduction FAO / WHO / UNU /. 
Equations : 
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Increasing Physical Activities 
Level values 


Newer guidelines: 10% Reduction males BMR 
27 Reduction Females BMR 
Reduction in physical 
activities level values 


Infant O-6m 550  5.8Kg 
6-12m 670  8.5Kg 
Children 1-3y 1000 Kcal / d 
4-6y 1400 Kcal / d 
7-9y 1700 Kcal / d 
Carbohydrates: Grams / day 
Man 130 g/day 54 
Woman 130 g / day 45,7 
Pregnancy 175 g / day I+9.5 «22 II 
Location O-6m 200 g / day *16.9 
6-12m 200 g / day +13.2 
Infants | O-6m 55g/day 8.1 
6-12m 95 g / day g0.5 
Proteins: 
Mean Requirement 
Safe Requirement 


PDCAAS corrections replaced by DIAAS 


Cereal- Legumens: Milk 11:1:3 has been changed to 3:1:25 


Fats: 


Location 
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Infancy 6-12m (25) 


Dietary fibre 
40g / 2000 Kcal (safe limit) 


Iron: 


Absorption for adSustment of Dietary Iron 


Men, Children 3X 
Women 8% 


Density of Ascorbic Acid in Daily Diet 


20mg / 1000 kcal 


Recommended Dietary allowance of Iron and Folic acid respectively 


Mg/day Mcg/d 
Man 19 300 
Woman 29 220 
Pregnancy 40 570 
Lactation 23 330 
Infant 6-12m 3 85 °F 25 
Folic Acid 
Dietary intake, Plasma folate ¢ Homocysteine levels 
Calcium Mg / day Phosphorious 
Man 1000 
Woman 1000 | 1:1 
Pregnancy 1000 


Lactation 1200 


Infancy 30 15:11 


lodine: Mcg/ day Zincmg/d 


Man 150 17 
Woman 150 13,2 
Pregnancy 250 
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Lactation 280 o 
Infacny O-6m 100 aa 
6-12m 130 T M^ 
Other Nutrients: 
Phosphorus 100 mg/day 
Sodium 2000 mg / day 
Potassium 3500 mg / day 
Copper M mg / day 
Manganese 4 mg / day 
Chromium 50 | mcg/ day 
Selenium 40  mcg/ day 
Vitamin A "Mcg / day” 
Man 1000 
Woman 840 
Pregnancy 900 
Lactation 950 
Infancy O-6m 350 
6-12m 350 


Man Woman 


Other Vitamins 
1.4-2.3 Mg / day | 1.4-2.3 mg / day | 
2-3 mg / day 2-3 mg / day | 
14-23 mg / day 11-18 mg / day 


Thiamine 


Riboflavin 


2-3 mg / day 2-3 mg / day | 
2.5 mg / day 2-5 mcg / day | 
80 mg/day 65 mg/day | 


Vitamin C 


Vitamin E 7.5-10mg / day 7.5mg-10mg / day 
Tocopherol Tocopherol 


| 

` 7 U/da 600 IU / day | 
Vitamin D 600 IU / day Some in pregnancy $ | 
Lactation | 


For infants -400 
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—— — — 4 . 


32-58 ml / kg 
bodymass 


Pregnancy 2.1 -3.2L / day 


Antioxidants: 
B carotene, C, Polyphenols, flavinoids, E 


Fruits / vegetable 400g / day 
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Chapter 30 


NUTRITIONAL DEFICIENCIES 


VITAMINS € DEFICIENCIES (00:00:15) 
VITAMIN A DEFICIENCY - XEROPHTHALMIA (00:00:24) 
—Vit A deficiency leads to XEROPHTHALMIA [WHO] 


Primary Secondary | 
— conóunctival Xerosis [XN |— Night blindness/ 
Nyctalopia 
— Bitot |— Bitotspots ^. = Bitotspots ^ XF — Fundus 


ra — Corneal Xerosis XS | Scarring | 
o | — Corneal Ulceration v | 
|. 

emm — Keratomalacia a | 
| 


First sign Consunctival Xerosis / Dry Eye 
First symptom ——————-» Night Blindness 
First manifestation ——— Night Blindness 
First Specific Manifestation — Bitot's spots 
—Xerophthalmia as a public health problem 

1. I& prevalence of night blindness > 1% 

2.\¢ prevalence of Bitot's Sports» 0.5% 


(00:04:34) 


—Rx of Xerophthalmia 
Day >1year  «1year 
O 2lakhlU ` 1lakh lU 
1 2lakhlU ` 1lakh!U | Oral Dose 
>14 2 lakh IU 1lakh IU 
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—1 Lakh IU = 30 mg es 
—|M dose = % the oral dose TK 
Mh 
Vitamin B1LTHIAMINEJ (00:07:03) - 


— Deficiency leads to 
lBeriBeri  — SeeninPolishedrice eaters 
2. Wernicke's Korsak opp Psychosis — Seen in Alcoholics 


Vitamin B2 [RIBOFLAVIN] (00:08:57) : 


—~« Deficiences —+ Ariboflavinosis(triangle) 


R - Cheliosis 
à —- - Angular stomatitis(most characteristic) 
^ - Antrophic Glossitis/Geography tounge 
5 
Vitamin B3 [NIACIN] (00:10:19) ` 


—Deficiency ——— Pellagra 
- seenin Maize eating Population 
Tryptophan ———» B3 


60mg © 1mg 
Leucine excess 
[Pellagrogenic AA] 
- 3D's 
Diarrhoea 
Dermatitis 
Dementia 
4thD- Death 
5thD -Delirium 


6th D - Depression 


Vitamin B5 [PANTOTHENIC ACID] (00:12:23) 
— Deficiency leads to Burning Feet/Sole Syndrome 
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Vitamin B6 [PYRIDOXINE] (00:13:12) 
Deficiency — Microcytic anemia 
Peripheral neuritis 
— Seen in Isoniazid takers [of RNTCP] — supplement with B6 


Vitamin B9 [FOLIC ACID] (00:14:28) : 


— Deficiency leads to 
1. Megaloblastic Anemia 
2. Neural tube defects 


Vitamin B12 [CYANOCOBALAMIN] (00:15:19) 
— Deficiency leads to 
1. Megaloblastic anemia 
2. Pernicious anemia 
3. Peripheral neuritis 
4. SCDSC [Sub acute combined Degeneration of Spinal cord] 


Vitamin CLASCORBIC ACID] (00:16:23 


— Deficiency leads to SCURVY 
- C/F 

- delayed wound healing 

- Gum bleeding 

- fractures 


Vitamin D (Ergo calciferol [D2], cholecalciferol LD33) (00:17:49) 


— Deficiency > RICKETS [children] 


Osteomalacia 
} [Adults] 


Osteoporosis 
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NUTRITIONAL DEFICIENCIES (00:18:54) E 
— B2 deficiency [Ocular] — + circum corneal congestion E : 
— Zn deficiency — Acro Dermatitis enteropathica " 
— Vit B6 deficiency — Seizures [infants] 
— Vit E deficiency — Progressive external 
Ophthalmoplegia 
— Chromium deficiency — Glucose Intolerance 
— Zn deficiency — |mpaired Glucose Metabolism 
— EFA deficiency — PHRYNODERMA [Toad like skin] 
— Selenium deficiency — Endemic cardiomyopathy of India 
CKESHAN'S DISEASE] 
FLUORINE (00:21:58) 


— MC source — Drinking water 


— Optimum level of intake — 0.5-0.8 ppm 
Acceptable level of intake — 1-2 ppm 
Dental Fluorosis — 1.5 ppm 
Skeletal fluorosis — 3-6ppm 
Crippling Fluorosis — »10 ppm 


—Fluorosis d/t excess of Fluorine 


DEFLUORIDATION OF WATER 
1. NALGONDA Technique 


- Developed by NEERI NAGPUR [National Environmental Eng. 
Researchinc.] 


- Sequence 
L Lime 
A Alum 
B Bleaching Powder 
2. PHOSPHATES 


—First fluorine changes in body — Upper central Incisors & 1st. 
Molar : 
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itamin BI2 Cyano Cobatamne 


X Deficiency Leads to: 


L Megaioblas tic anemia 


2 Pernicious anemia 


Chapter 31 Ge 


FOOD STANDARDS & FOOD 
ADULTERATION 


FOOD STANDARDS IN INDIA (00:00:16) : 


NIN , HYDERABAD 


1. CODEX ALIMENTARIUS [international] 

2. PFA standards [Prevention of Food Adulteration 1954 Act] 
3. BIS standards ( Bureau of Indian Standards] 

4. Ag Mark Standards 

5. FSSA standards [Food Standards $ Safety Authority] 
—Indian food standards mainly based on codex alimentarius 


— Minimum prescribed food standards in India— FSSA standards | 


FOOD ADULTRATION (00:02:03). 
— Deliberate addition, deletion or substitution OR : 
Mismatch b/w actual contents & those mentioned on food: 


pockets 
FOOD ADULTERATION DISEASES 
Disease Toxin Adulterant Food 
Lathyrism BOAALB oxylyl Kesari Dal Arhar Dal : 


Amino Alanine [L.sativus] 
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Epidemic Dropsy Sanguinarine Argemone Mustard wi 
Oil Oil (t 
Endemic Ascietis Alkaloids Crotolaria Food a 
[pyrollizidineJ dishes 

Ergotism Ergot toxin Claviceps Cereals 
Aflatoxosis Aflatoxin Aspergillus Ground 

nuts 

(00:07:17) 

ADULTERANTS 

—Black pepper — Dried Papaya seeds 
—Red pepper — Brick powder 
— Turmeric — Lead chromate 


—Coriander Powder — cow dung 
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HEALTH ECONO Dé 
Chapter 32 
CDP [Gross Domestic — Gross Income Generated every 
product] year 
NDP [Net Domestic — GDP - Depriciation 
Product] 
GNI LGNPJ [Gross National ` `. GDP + income received from 
Income/Product] 
abroad 


NNP [Net National Product] — GNI - Capital we consume 


HEALTH EXPENDITURE 
Total, as 4 o£ GDP in India — 4.4% 
Public, as 4 o£ GDP in India E 1.3% 
Out of Pocket, as 4 of GDP in India > 3.4% 


Real GDP per capita Economic Growth Rate— 5% (Precovid) 


Chapter 33 


SOCIAL SCIENCE / HEALTH 


DEFINITION 8 CONCEPT (00:00:16) 


SOCIETY — A group of individuals who have organized 
themselves $ follow a particular way of life 


— Asystem of relationships 


SOCIAL — The pattern of interrelationships b/w 
STRUCTURE the individuals of the society 


SOCIALIZATION — Process by which any particular individual 
gradually acquires culture € becomes part 
of a social group 


COMMUNITY — A social group with defined boundaries € 
common values of Interest 


SOCIAL SCIENCES — ^ Sene examination of the human 
behavior 


Studied under 
Economics 
Political Science 


Social Psychology Sciences 


Sociology \ Behavioral 
Social Anthropology 


— Study of Physical, Social € Cultural 
history of men 


ANTHROPOLOGY — Study of Social problems which 
undermine the social, psychological or 

SOCIAL economic health of population 

PATHOLOGY — Describes relationship b/w Disease & 


Social conditions 
— can be uncovered by doing social service 
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For more notes visit 
https://t.me/Latestneetpgnotes 


Or click this page to visit the 
channel 


Povert Y 


Social Constraints Migration 


Industrialization 


Social Evils Castism, Gender bias 


< Smoking, Alcohclism 


Child labour, Prostitution 


Drug abuse 
Social Deviation Delinquency 
Suicide 


CULTURE — Learned behavior, which is socially 
acquired t not present from birth] 


ACCULTURATION — Mixing of 2 cultures [Cultural contact] 
occurs by 


- Education 

- Trade $commerce 

- Marriage 

- Conquest of one country by another 


A 
GL A 


CUSTOMS —, Established patterns of behavior 
relevant for a particular social setting 
_, FOLKWARES — less stringent customs 
[less vital areas of conduct] 
MORES — More stringent customs 
[PURDAH SYSTEM] 


THEORIES OF DISEASE CAUSATION IN SOCIOLOGY 


1. MARXISTTH THEORY — Disease occurs in a society due to 


putting profit ahead ot heath 


2. PARSONIAN THEORY — Disease occur d/t socialconstraints 


3, FEMINIST THEORY 


which arise d/t social demands 


— Disease occur d/t Role of Women 


enforced by men 


4. FOUCALDIAN THEORY € Disease occurs so that 


population is seggregated 
into groups, making them 
easier to control 


5. Mc KNEOWN THEORY — Whatever reduction of 


OF TB 


PSYCHOLOGY 
OPINION 


BELIEF 


ATTITUDE 


HABITS 


EMOTIONS 


incidence /prevelance of TB is : 
only d/t Socioenviromental : 


conditions 


(00:12:40) : 
TEMPORARY PROVISIONAL views on any: 


point of debate — SUBSECTIVE 


PERMANENT, STABLE, ALMOST: 


UNCHANCEABLE views — SUBSECTIVE 


MORE or Less Permanent ways "TE 
Behavior, Based on — OBJECTIVE: 
ORGANIZATION OF BELIEFS ON. 


OBSECT/PERSON/SITUTATION 
Accustomed ways of doing things 
Acquired through repetitions 
Automatic 


pertormed in special circumstances 


Strong feelings that motivate human: 


behavior 
MC type emotions — FEAR 
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(00:10:07) - 


P PrepLadder 


LEARNING (00:17:15) 
—Any relative permanent behavior change that occur dit 
practice/experience 


—Learníng Types Associations 
Cognitive K nowledge 
A €£ective Attitudes 
P sychomotor Skills 
MENTAL RETARDATION (00:18:50) 
MentalAge 
level = Chronological x100 


—|Q«70 =Mentalretardation 
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Chapter 34 


FAMILY SYSTEMS IN INDIA 


FAMILY CYCLE 


1. Formation 


2. Extension 


3. Completed 
Extension 


4. Contraction 


5. Completed 
Contraction 


6. Dissolution 


FAMILY TYPES 
NUCLEAR FAMILY 


From Marriage 
From 1s child 
birth 

From last 
children 


From 1st child 
leaves home 


From last child 
leaves home 


From death o£ 
1st spouse 


(00:00:20) : 


Till 1st Child Birth 
Till last child birth 


Till Ist child leaves 
home 


Till last child 
leaves home till 


Death of 1st 
spouse 


Till death of 
survivor 
CExtinction] 


(00:02:00) 


— Married couple with/without dependent children 


SOINT FAMILY 
—More than one married couples with their children living in the. 

same house hold : 
—commonPoolofincome + 

common Kitchen + 

common Property + 


— Authority vested in a senior member 


3 GENERATION FAMILY 
— Household with members of 3 successive generation 
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— Type of Joint Family 
—Males related by blood Un soint family also] 


NEW FAMILY [RCH] 
— Family with marriage duration «10 yr 


COMPLEX FAMILY 
— Family structure involving > 2 adults 


— Extended family or Polygamy 


COMMUNAL FAMILY 
—All members of the family play a defined role in the 
management of Family 
“Division of LABOUR” 


CONSUGAL FAMILY 
—Nuclear family, Where relationship focused inwardly € ties 


extended to kin are voluntary 


BROKEN FAMILY 
—Both Parents Are Separated Or Death Has Occurred OF 


One/both Parents 


PROBLEM FAMILY 
—Family lags in Progress behind rest of the community 


—D/trelationship problems, poverty, lllness 
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SOCIO ECONOMIC STATUS & 
SOCIAL SECURITY 


SOCIO ECONOMIC STATUS SCALES [SES SCALES] (00:00:25) 
1. URBAN 2. RURAL 
—Modified Kuppuswami scale —  UdaiPareek Scale 
—Kulshrestha Scale — Modified BG Prasad Scale 
—Srivastava Scale — Radhukar Scale | 
— SalotaScale — Shirpurkar Scale 
3. STUDENTS'S SCALE 4.NON- INDIAN 


—Bharadwas Scale 


l 


Hollingshead Scale 
Henderson scale 


l 


MODIFIED KUPPUSWAMI SCALE (00:02:53) 
— Components : 
Income — Family members 


Education — Head of Family 
Occupation .— ` Head of Family 
Upper + 26-29 

Upper Middle — 16-25 

Lower Middle — 11-15 
UpperLower — 05-10 

Lower — 00-04 
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SOCIAL SECURITY MEASURES FOR INDUSTRIALS WORKERS IN INDIA 
(00:04:35) 


— The Workmen's compensation Act 1923 
The Factory Act 1948 
The ESI Act 1948 
The Coal Miners provident fund $ Bonus act 1948 
The Employee's PF Act 1952 
The Central Maternity Benefit Act 1961 
The Family Pension Scheme 1971 
The Oldage Pension Scheme 


PART 9 
ENVIRONMENT WATER 
Chapter 36 
SAFE § WHOLESOME WATER (00:00:20) | 
—Free from color/odour : 
Free from chemicals 


Free from Biological agents 
Usable for domestic purpose 


(00:01:14) - 


DISINFECTION OF WATER Cyclop 
Boiling(Best) Polio virus 
Chlorine(2nd best); No effect on Hepatitis A 
Uv rays Helminth cysts 
Ozone gas Helminth ova 


Bacteria spores 


—Chlorine— Only Method Having Residual Action 


CHLORINATION (00:03:51) | 
—CI2 Acts Best t Ph 7 3 
— available CI2 in Bleaching Powder — 33% 


—gms of bleaching powder is sufficient to disinfect 1000L of 
water — 2.5gms 


MOA 


CHLORINE + IMPURITIES 


DESTRUCTION Add some additional Cl, [free residual CL 


Main distinguish action of chlorine in water is due to 
HYPOCHLOROUS ACID [HOCLJ 


[907 of disinfection] + Hypochlorite ions [10% of disinfection] 
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Free/Residual Chlorine Levels Recommended 


(00:06:29) 
1) in drinking water —»/0.5mg/L — with contact 
period of 1 hr 
2) in drinking water to kill cyclops — »/ 2.0 mg/L with 
contact period of 1 hr 
3) Swimming Pools of India — »/1.0mg/LLPPMJ 
with contact period of 1hr 
— Free chlorine level can be — Tests 
estimated by — Chloroscope OT LOrtho Toulidine] Test 
(00:08:30) 
OT Test OTA(Ortho Toluidine Arsenic Test) 
O1. Free Chlorine 01, Free Chlorine 
02. Total Chlorine[Directly] O2. Combined Chlorine 
[Directly] 


O3. Combined chlorine [Indirectly] 03. Total ChlorinetIndirectly) 
OTAis better than OT Test 


STARCH LOpPCDe 
GOWTION 


- gives free combined levels separetely 
- not at fected by inorganic impurities in water 


- ep ——P—99 e we — 


CHLORINE DEMAND (00:11:10) E = 
-+Estimated By Horrock's Apparatus E 
+6 While Cups & 1 Black Cup A 
Indicator — Starchlodide 


Qn: Grams of bleaching powder required to disinfect 2250 L 
water, where 3rd cup is the First cup to show Color change in 
Horrock's apparatus 


—n=3 
[3x2] gm required for 455L water 
2250 L require = E x6 = 30 gms of B. Powder 
4 


HARDNESS OF WATER (00:12:35) 


—Soap destroying power of water ——» Hardness 
TEMPORARY PERMANENT 
—D/t Ca2+/Mg2+ salts of —+ D/t Ca2+/Mg2+ salts o£ 
Bicarbonates Sulphates/Chlorides Nitrates 
— Softening of drinking water is done if hardness is » 150 mg/L D3 3 
mEq/L) : 
Removal of Temporary Hardness Permanent Hardness : 
Hardness of > Boiling > Naco, : 
water > UME > Base Exchange ` 
—« "Naco, 
— . PERMUTIT 


PUBLIC HEALTH CLASSIFICATION OF WATER BORNE DISEASES 00:20:40 : 


L WATER BORNE DISEASES 
- Feco - oral 
e Typhoid e Salmonella 
e Cholera e E. coli 
e Hepatitis A 
. WATER WASHED DISEASES 
- Inadequate use of water 
- Scabies 


— 
= 
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lll. WATER BASED DISEASES 
- SomeOrganism Based in water 
- Guine worm Disease 


IV. WATER BREEDINC DISEASES 
- Insect related 
- Malaria, Dengue 
BACTERIOLOGICAL INDICATORS OF WATER QUALITY ININDIA (00:23:45) 
01.ColiformslE. coli] — Best overall 
O2.Fecal Streptococci — Indicates recent contamination of 


drinking water 
03.Clostridium — Indicates remote contamination 
Perfirenges of during water 


Screening Tests of Coliforms in Drinking Water 
— Presumptive Coliform Test 
[MPN multiple Tube method] MPN - most probable number 
- Uses Mc CRADY TABLES 
Diagnostic Tests — EISKMANN TEST 
GUIDELINE ASPECTS OF DRINKING WATER QUALITY ININDIA (00:27:51) 


— Colour — «15 TCU [«5 HAZEN] 
— Turbidity — «1NTU 
— Hardness — 400-300 mg/L 
— PH — 6.5 - 8.5 
— TDS — «500 mg/L 
— Fluorides — à ppm 
— Nitrates — «45 mg/d 
— Nitrites — «3 mg/d 
— Radio Activity — a«0.5 BcqJL 
m" p«1.0 Beq/L 
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Chapter 37 E 


AIR, LIGHT, SOUND, HOUSING, 
RADIATION € WATE DISPOSAL 


AIR 00:00:20 


TII EM 
Low Air Velocity | 
Hygrometer Air Humidity 
Air Direction | 


HOUSING STANDARDS € VENTILATION STANDARDS 
—Per Capita Air Requirement— 300-3000 cu. ¢t/Hour [~1000 - 
1200 cu Ft] 
— Recommended no. of air changes/hr in 
Living Room — 2-3 
Clinic + 4-6 


TYPES OF VENTILATION 00:03:15 E 
1. Exhaust ventilation — Pushes older air out of the es, 
room een A 
2. Plenum ventilation — Pushes Fresh air in the room 
Balancedventilation —^ Exhaust + Plenum ventilation 


Air conditioning 
AIR POLLUTION 00:04:55 : 
Indicators Co, CO ! 
So,No, 
Air Pollution Index 
Soiling Index 
Coeficient of Haze 


SPM [Suspended Particulate matter] 
€ Overall best Air Pollution Indicator } So2 
€ Overall best chemical Indicator of AP 
€ Best biological Indicator of Air Pollution — LICHENS 


€ Air Pollution Monitoring— CPCB {Central Pollution Control: 
Board] | 


CLOBAL WARMING / GREEN HOUSEEFFECT 00:07:00 | 
Mabor contributor — 1. Water vapor > 2. Co2 
P4SR — Predictable 4 hr sweat rate 
- For comfort Level — 1-3 liters 
- Max permissible/max P4SR— «4.5|tr 


KYOTO PROTOCOL 
- Signed by 187 countries in 16 Ceb, 2005 
- Includes Co, NO, CFC, Ch,, SF,, PFC 


LIGHT 00:10:15 ` 
- Minimum Illumination level for satisfactory vision — 15-20 Foot 
candles 


- Day Light factor [DLF] 
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Living Room — 28% 
Kitchen eer 210% 


SOUND 


— Tolerable Sound level to human ear 


—Auditory Fatigue Starts 
— Permanent Hearing loss 


— Direct Tympanic membrane Rupture = 150-160 dB 


— Hospital ward [Permissible level] 
—Normal conversation 


HOUSING 

HOUSING STANDARDS 
— Floor space per person M 
—Cubic Space Per Person — 
— Doors &Windows area 


OVERCROWDING CRITERIA 
—No. o£ persons/Room — 
—Floor space/person E 


—Sex separation» 9 Yrs age — 


RADIATION 


— Radiation exposure in Chernobyl tragedy 


00:11:10 
— <90dB 
— »90dB 
— »100dB 
— 20-35 dB 
— 60-70 dB 
00:12:28 


:50-100 Ft/E70-90 Ft’) 


500 Ft? 
= 40% of floor area 


00:13:53 
)€ 
«70-90 Ft? 
Absent 
00:15:50 
> CSL 


— Thickness of Lead apron to prevent exposure 20.5MM 


—State receives highest Solar Radiation 
State Utilizing Max. Solar Radiation 
— Total natural radiation received by humans 


—Max permissible Radiation exposure 


Man 
Pregnancy 


Rasasthan 
Guiarat 
0.1 rad/P/yr 


5 rad/P/yr 


0.5 rad/P/yr 
[0.5 REM/ 5 MSV 
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WASTE DISPOSAL 00:18:05 ` v | 
REFUSE — Solid waste from either living room, or street or H 
Industry -— à MN 
GARBACE — Solid waste fromKitchen 


SEWAGE — Liquid waste with human excreta Feco-Oral diseases 
transmits by Sewage 


SULLAGE Liquid waste without human excreta 


SEWACE 
—Contains 99.9% Water 
—Strength asessed by 
1. BOD [Biological O2 Demand] 
2. COD [Chemical O2 Demand] 
3. Suspended Solids 
— Strong Sewage — BOD » 300 
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Chapter 38 


MEDICAL ENTAMOLOGY 


VECTORS 


Sand Fly L[Phlebotamus1 


Tsetse Fly [Glossina] 


Reduvid Bug [Triatominae] 
Kissing Bug / Assasign Bug 
Rat Flea [Xenopsylla] 


Soft Tick 


Hard Trick 


Louse 


Black Fly [Simulum3 
Flight range - 100 miles 


00:00:40 


DISEASE [S] 
— Kala Azar, Oriental Sore, 
Changuinola V, Sicilran V, Oraya 
Fever, Sandfly Fever, Chandipura V, 
Naples V etc 
— Sleeping sickness of Africa, 
IOC — DDT 
— Sleeping sickness of America 


— Plaque, Endemic typhus, 
Chiggerosis 

— Q Fever [Animals], 

Only Rickettesial DZ without vector 
=Q Fever Relapsing Fever, KFD 
Coutside India] 

> KFD Lin India], Tick paralysis, Tick 
Encephaltis, Babesiosis, Congo 
Fever, Tularemia, Tick Haemorrhagic 
Fever 

— Epidemic Typhus, Trench Fever 
Relapsing Fever, Pediculosis 


—. Onchocerciasis 
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| Anopheles | Culex 
Malaria L filariasis, SE [Dengue 


|West nile fever |Chickengunya 


Breeding Habitant 


Rift valley fever 


Anopheles — Sophisticated Clean water 
Mosquito 


Culex — Nuisance Mosquito. Dirty Water 


Aedes — Tiger Mosquito Artificial Collection of 
Rain water 


Mansonia — Aquatic Plants 


Rest at an angle to water 
surface [Siphon tube 
present] 
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Small Single : 
clusters Cigarshape 
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Flight | 3-5 Km 11 Km 100 m 
Range 


ANOPHELES CULEX 
— Life span of Mosquito — 8-34 (Or 


MOSQUITO CONTROL MEASURES 00:15:02 
PHYSICAL — Source — Overall best —> Primordial 
Reduction method Method 


Mosquito Nets —>Size of mesh — 0.0475 inch 


No. o£ Holes/sq.inch — »150 


CHEMICAL 
Anti Adult Nerve/contact 


DDT 

Pyrethrum [Natural] measures ` Porson | 

Malathion [least toxic] - ACHase | 
inhibitors | 


Anti larval | 


Paris Green . 
: Stomach poison 
- contains Cu 


Aceto- Arsenite 


measure 
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e 
BIOLOGICAL ., Gambusia Affinity Cor | (n 
— Lebister Anopheles Larvicidal fishes — | Ss 5 
- Larvae 2x 
— Poecilia | 
+ H14 Bacillus 
thuringiensis 


— Coelomyces  — Fungus 
— Toxorhynchitis ^ Mosquito 
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PART 10 


INTERNATIONAL HEALTH 
Chapter 39 


INTERNATIONAL HEALTH AGENCIES 
WHO CWORLD HEALTH ORGANISATION] 00:00:21 


— Established 1945 

— Constitution came into force on 7th APRIL 1948 

— 7th APRIL - WORLD HEALTH DAY 

— Headquarter located in GENEVA [Switzerland] 

— WHO 2018,2019 THEME UNIVERSAL HEALTH COVERAGE 
— Composition of WHO 


World Health Assembly 
WHO Executive Board 
Secretariation 
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UNICEF [United Nations International Children Emergency Fund/ UN xe 
Children Fund) 00:02:02 0 ee) 


— Head quarters — New York E A Kä 
— GOB! - FFF campaign 
G Growth Monitoring Family Planning 


vtae 
O ORS Female Education 
B Breast Feeding Food Supplementation 
| Immunization 


ILO (international Labour Organisation] — HQ — Geneva 


(T 


FAO [Food € Agricultural Organisation] — HQ — Rome, Italy 
—FFHCLFreedom from Hunger campaign] 


IRC International Red cross]—- HQ — Geneva — Henry Duhal 


DISEASES COVERED UNDER IHRs [INTERNATIONAL HEALTH. 
RECULATIONS] WHO 


1. IMMEDIATELY NOTIFIABLE DISEASES [«24 hrs] 
—-smallpox — Human Influenza 
—-WildPolio |. — SARS 


2. POTENTIALLY NOTIFIABLE DISEASE 
a. PUBLIC HEALTH IMPORTANCE 

— Cholera 

— Plague 
Yellow fever 
Viral Hemorrhagic Fevers [Ebola, Marburg, Lassa] 
West Nile Fever 
Dengue 


JJJ 4 
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Rift valley Fever V 


-»Meningococcal Disease KÉ 
SK A 


b. BIOLOGICAL/CHEMICAL/RADIOLOCICAL EVENTS 
c. SERIOUS ILLNESS OF UNKNOWN ORICIN 


DISEASES UNDER TRAINING € RESEARCH 


1. Malaria 7. Onchocerciasis 
2. Filariasis 8.TB 
3.Leprosy 9. VBD (Dengue, CGF, Zika] 
4,Leishmaniasis 10. Ebola 
5. Trypanosomiasis 11, Helminthiasis 
6. Schistosomiasis 
LIST OF QUARANTINABLE DISEASES 00:10:15 
1. Diphtheria 5, Yellow Fever 
2. Infectious Tuberculosis 6. SARS 
3. Plaque 7. Viral Haemorrhagic Fevers 
4. Small Pox 8. Cholera 
ER FLU 
BIOTERRORISM AGENTS 


—.1. Anthrax [MCused] |— 1. Brucellosis 


2. Small Pox [most 2. Melidiosis 
dangerous] 3. Psittacosis 
3. Plague 4. Glanders 
4. Botalism [most 5. Staph Toxin 
lethal Toxin] 6. Ricin Toxin 
5. Tularemia 7. Q fever 
6. Viral Haem. Fevers| 8. Epidemic Typhus 
9. Food Safety Threats 
10.WaterSafety Threats 


11. Clostridium Perfringe 


00:04:45 : 
Acc to IHR's, Air travel in pregnancy is permitted upto 36 wks POG in. 


Singleton Pregnancy. 


Air travel in pregnancy is permitted upto 32 Wks POG in TWIN. 


Pregnancy. 


Akter 28 Wks, should carry EDD Certificate [Expected Date OF 


Delivery Certificate) 
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SUSTAINABLE DEVELOPMENT 
GOALS 


INTRODUCTION - MDGs 
MDGs 2000-2015 
3/8 Goals - directly Health related 4, 5, 6 


In 2015, UN launched a fresh set of goals 
— SDG - Sustainable Development Goals 
22015 - 2030 
— 17 Goals - 1/7 Goals - directly Health related - @ 
United Nations in 2015 
170 countries 
It is a part of UN Resolution 70/1 (2030 Agenda) 
(1) To End Poverty 
(2) To Protect Planet 
(3) Peace/Prosperity (for all of humanity) 
1. No Poverty 
2. Zero Hunger 
3. Good Health well — being 
4. Quality Education 
5. Gender Equality 
6.Clean Water & Sanitation 


By 2030 
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e 
7. A€Cordables Clean Energy Ke 

8. Decent work 8 Economic growth ] 4 à 
9. Industry, Innovations andinfrastructure — ZS 


10.Reducing Inequality 

11. Sustainable Cities $ Communities 
12.Responsible Consumption 8 Production 
13.Climate Action 

14.Life Below Water 

15.Life on Land 

16.Peace, Justice $ Strong Institutions 
17.Partnerships for the Goals 


SUSTAINBLE DEVELOPMENT GOALS 


17Goals, 169 Targets, 232 Indicators 


SDGs - Targets 8 Indicators 
3.1- By 2030, MMR< 70 
3.2- By 2030, NNMR128U5MR 25 
3.3- By 2030, end epidemics of AIDS, TB, Malaria and NTDs and : 
combat Hepatitis, Water - borne diseases and other CDS. 
3.4- By 2030, reduce by 1/3 premature mortality from NCDs. 


3.5- Strengthen the prevention $ treatment of substance 
abuse. ! 


3.6 - By 2020, halve the global deaths and ináuries form RTA. 


3.7- By 2030, universal access to Sexual & Rep - health care: 
services. 


3.8 - Achieve Universal health coverage. 


3.9- By 2030, reduce the number of deaths, illnesses Corm. 
hazardous chemicals and air, water and soil pollution and. 
contamination. 


130 E PrepLadde: 


PART 11 


o 


HEALTH EDUCATION & 
COMMUNICATION 


Chapter 41 
HEALTH COMMUNICATION PROCESS 90:00:16 
— Exchange of Ideas, Feeling € Information in the field of health 
— Components: 
MOHEW, oni 
NHP 808 Dë va prin "un 
Encode oaecode 
au MESSAGE — —»9 CHANNEL ———? RECIEVER 
FEED BACK — aS 
opinion polit, 
Curve 
APPROACHES FOR HEALTH COMMUNICATION 00:03:05 
Individual Based Group Based Manapproach 
Home Visits Lecture Based 
Radio 


PersonalContact Demostration 
FGD [Focus Gr. Discussion] News 


PD [Panel Discussion] Prints 
Symposium Posters 
Work Shop Exhibition 
Conference Internet 
Seminar 

Role play 
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Chapter 42 "ae 


HEALTH COMMUNICATION 
METHODS 


1. LECTURECCHALK 8 TALK METHOD] 00:01:10 : 
—1Person addressing audience : 
— Group Size [recommended] « 30 
— Duration [recommended] 415-20 mins 


— Advantage — can cover larger audience in lesser frame; 
of time 3 


— cancommunicate more things 
—Disadvantage  —  Learningis passive 


No Q € A [Questioning € Answering] 


02. FGD [FOCUS GROUP DISCUSSIONI 00:02:50 3 
— Very effective method 3 
— Discussion on health among 6-12 persons 
lis Group leader 
lis Recorder 
- Manual/Electronic 
- has to draw diagram 


Focus Group Discotston 
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SOCIOGRAM Eu 
—Interaction b/w participation in FGD Y z) 
— Advantages ES 


Can make discussion more healthy by promoting/ restricting 
persons to participate in discussion 


? 9 
® o y d © 
o 9 pi 
o e 
ose o 
SOCIOG RH re 
O3. PANEL DISCUSSION [PD] 00:06:43 


— Discussion among '4-8 experts in front of audience’ 
— No specific order of speeches 


—No set speeches 
—News channel discussion ` — Type of Panel discussion 


Pone] Discussion 


O4. WORKSHOP 00:09:10 


—Series of 4-5 meetings ‘to impart training or skills’ to 
participants 

— Group work, Group Discussion, Plan of Action 

—Help from consultants € Resource persons taken 


05. SYMPOSIUM 00:11:15 


— Series of lectures’ by ‘experts’ in front of ‘audience’ 
_+No discussion at all among experts 

— Specific order of speeches present 

— Set speeches present 


*! 


"EE 


O6. ROLE PLAY /SOCIO DRAMA — STREET PLAY 


00:13:46 
Situation dramatized’ by a group of people in front of audience 
Followed by discussion 
Ideal audience Size 25 
O7. CONFERENCE/SEMINAR 00:15:54 | 
— Combination of methods at 'Big/Macro level 
(University, State, Nationallevel] 
O8. IPC -INTER PERSONAL COMMUNICATION/ : 
FACE- TO-FACE/ONE- TO-ONE COMMUNICATION] 00:17:52 : 
— Most effective method even better than FCD 
09. DEMONSTRATION 00:19:20 ` 


Seeing is believing 
E om 0 


Learning by doing 


Eg. : ORS preparation 


10. FLANNEL CRAPH 


chronological sequence 


00:21: 30 | 
Series of Photographs pasted on a piece of cloth in correct 
Eg. Life cycle of Plasmodium 


H 


nl 
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11. SPIKE'S TECHNIQUE 00:24:11 
— Communication of cancer Diagnosis 4 Prognosis 
—>p— Protocol of 6 steps 
S Setupinterview 
P Perceptions 
| Invitation to explain 
K Knowledge 
E Emotions 
S Summary & Strategy 
— Best used for Breast cancer 


12. GATHER APPROACH 00:27:30 
—Used for contraceptive counselling in RCH 
: I Permanent 
T Tell 
H Help Temporary 
E Explain 
R Return visit 


—Oldername — Cafeteria Approach 
CLASSIFICATION OF HEALTH COMMUNICATION METHODS 00:30:37 


DIDACTIC SOCRATIC 
One-way Communication 


Two-waycommunications 
FGD 


Lecture 
FlannelGraph PD | 
TV Symposium | 
Radio Roleplay | 
News Print Workshop | 
Posters IPC Seminar/Conference | 
Charts | 
Banners Spikes | 
GATHER | 


Pamplet 


ee ae 


DOCTOR - PATIENT COMMUNICATION 00:35:45 . 


LEVELS 3 
1. Intellectual — 


2. Emotional = 
3. Cultural > 


TYPES 4 
1. Default — 
2.Paternilistic — 
3. consumeristic— 


4.Mutualistic — 


based on literacy $ comprehension op 


doctor 8 patient 
Bonding b/w Doctor 8 patient 


Doctor 8 patient from same 
region] Religion|Socioeconomic status 


neither doctor, nor patient has focus 
Doctor is dominant 


Patient is in focus [seen in Pvt. 
Hospitals] 


Both doctors & patient Jointly 
involved in decision making 


[t 
LH. x 


EJ PrepLadder 


Chapter 43 


HEALTH EDUCATION 


HEALTH EDUCATION 00:00:24 

— Processes by which individuals & groups learn to behave in a 

manner which is conducive to promotion, maintenance 8 
restoration of Health L3OHN M. LAST] 


APPROACHES 00:02:00 
1. Regulatory Approach/Managed Prevention 
- Coercive/Legislative Approach 
- Successful to alimited extent 


2. Service Approach 
- Providing health services at door step 
- limited success 
- Not based on felt needs 


3. Health Education Approach 
—Slow process but enduring results 


4. Primary Healthcare Approach 
— Community Involvement 
—Intersectoral Co-ordination 
—Radically New Approach 
PRINCIPLES 00:06:10 
— Credibility 
Interest 
— Participation 
— Motivation 
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— Comprehension 

— Reinforcement 
Learning by doing 
Known to unknown 

— setting an example 

— Good Human Relations 
— Feed back 


—Localleaders involvement 


00:08:30 : 


HEALTH PROPAGANDA | 


| HEALTH EDUCATION 
| — appeals to Reason 

— Thought process present 
— Knowledge 8 skill actively 


| 
| aquired 
| 
| 
| 


— appeals to emotions 
— No thought process 
— Knowledge & skill instilled in 
minds 
— Behavior- REFLEXIVE 


— Processes = Information 
centred 


— Behavior- REFLECTIVE 
— Processes-Behavior 
centred 


MASS MEDIA 


~ Diversified collection of Media technologies intended to reach a 
mass audience 
Advantages — Reached to large population in small time 
Even in Lower literacy rate — Effective 
Reachremote areas 
Gets attention 


Dis Advantages — Mostly one way Communication 
May not effect change of behaviour 


TV, Radio, News Print, Internet Most popular/effective - TV | 


Museums, Exhibits, Folk Media 
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00:12:44 : 


Fastest growing — internet : 
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Chapter 44 ae 


National Eduation Policy 2020 


1968 
l 
1986 
l 
2020 (3" education policy) 


Aim: To make India Global knowledge superpower changes in both 
school and college education system. 


MHRD (Ministry of Human Resource Development) 
is being renamed as 
Ministry of Education 


School Education: 
- Universalisation of Education (Preschool- secondary level) by 
increasing gross enrolment ratio 100% by 2030 


- Bringing back dropouts back through open schools 
- 10*2 system will be replaced by 


5+3+3 +64 


| l l l 
3- 8- 11- 14- 
8y 1y 14 18y 


Pre-school age ^3-6 years” will be brought under the system 


- Class 10/12 Board will become easier 
- Focus will be on foundation literacy g numeracy 


- Vocational education (from 6" class onwards) 
- Teaching of class 1-5 will be in mother tongue (or) regional 


language 
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National curriculum Framework for teacher education will be 
created by 2021 on the basis of "NCERT 


Higher education 5:00 : 


- 3.5crseats to be added 

Raise GER by 50% by 2035 
- Undergraduate education 3-4y with multiple exit options 
- M.philcourses to be discontinued 


- Multidisciplinary education and research universities (MERU) : 


are to be created in coming years. 
- National Research Foundation (NRF) is to be created 


- Higher Education Commission of India (HECI) will be created and 
will act as an umbrella for all the Higher education bodies : 


except for Medical $ legal education. 


Other Changes: 
- Plan to create National Education Technological Forum 
- PARAKH' - National Assessment Centre for students 


- Currently India is spending 4.6% of GDP on education it will be: 


increased minimum upto 6% 
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PART 12 fm 
HEALTH CARE IN INDIA | 
Chapter 45 
PRIMARY HEALTH CARE 00:00:17 


— According to ALMA ATA 1978 
Essential health care characterized by 
A —Acceptability 
A Accessibility 
A —Availability 
A —Affordability 


LEVELS OF HEALTH CARE: 


Tertiary level Tertiary level (District cor 
Secondary levei (community 
Secondary level healith centre taluka hospital) 

Primary level (PHC,sub 

Primary level centres) 
ELEMENTS OF PH CARE 00:02:02 © 
E —€ssential Drugs 
- Mostessential drug — Paracetamol 


- 33-38 Essential Drugs included in PHC 
L —Locally Endemic Disease prevention € control 
E —Education [Health] 
M —Maternal € Child Health [Includes FP] 
E -EPI1978 — UIP 1985 [Universal immunization Programme] 
N —Nutrition 
T —Treatment of common ailments 
S —Safe water supply 8 Sanitation 


4PILLARS/PRINCIPLES OF PH CARE (00:06:58) E 
1. Equitable Distribution 2. Appropriate Technology | 7 l . 
- Social - ORS 3 E A 
- Demographic - Stand Pipes : 
- Economic -Excl. Breast feeding, KMC 
[Kangaroo Mother Carel : 
-TRR 
3. Community Participation 4. Intersectoral co-ordination 
- ASHA 
- Bare foot doctors 
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Chapter 46 er 
EM ^ 
RURAL € URBAN HEALTH CENTRES, | 


WORKERS, NORMS 
LEVELS OF PH CARE 00:00:16 3 
— Tertiary — Second Referral Level /Unit [SRU] 
— Secondary — First Referral level/unit [FRU] 
— Primary — First contact level b/w population 
€ health system of country 


00:02:31 ` 


| HEALTH Population Norms Infrastructure Stace | 
| CENTRES Plains Hilly/Tribal Numbers 
; | [DTA 


; Tertiary Ir ) 500 + d 
i Medical | : 
| Colleges 8 | : 
| Hospitals | 


ES Wem 1/80,000 W 5,500+ — |46-52| 
~ | 


DN 130,000 keem 25,000+ |13-21 : 


ae | 
‘Centres ` 1/5000 


| | 1/3000 O 1,55,000+ | 3-4 

| d 

| ( Central | 
| 
| 
| 
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00:08:17 


* MPW = HW 


| PHC |e 


No. of <20 
deliveries/month 


00:10:32 


* Health assistant present at PHC 


CHC 00:12:17 


—MD/MS Medical Officers 
© © © => 3 


Medicine Ophthalmologist ` Dental Surgeon 
Surgery Anesthetist AYUSH Medical Officers 


GYN € Obs Public heath- Pediatrician specialist 
—- Total — 46-52 
— Health supervisor present 


GROSS ROOT LEVEL WORKERS 00:14:57 - 


— ASHA — Acredited Social Health Activist 


MPW — Multi Purpose Worker 
VHG 


— Traditional Birth Attendant [Trained Dai 
AWW — Anganwadi worker 

LOCATION POPULATION NORM EDUCATION TRAINING 
ASHA Village 2/1000 10^ 23 Days 
MPW SubCentre 1/5000 12” 12 months 
VHG Village 1/1000 6^ 3 months 
TBA Village 1/1000 s 1 months 
AWW AWC 1/400-800 10” 4 months 


ASHA WORKER [Accredited Social Health Activist] 
NRHM 2005-12, NHM 2013 - 
25 - 45 years old Female Worker 
Resident of same village 
— Bridge between — Village ANM 
— Selected by =$ 
—Accountable to — 
> Training by 


Village Panchayat 

Village Panchayat 

— ANM&AWW 
-Impactindicators | — 1. Reductionot IMR [main] 
2. TBcases detected 


3. Leprosy cases detected 
4. PEMrates 


URBAN H. CARE SYSTEM 
Tertiary 
Medcolleges  - 
Hospitals 
Secondary 


UHC [> Non -metros 4/2,50,000 
—? Metros 1/5 ROO 


— NUHM 2013 


— Village Health Guide [community Health worker] TBA . 


00:19:45 ` 


00:22:31 ` 
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Primary 
Urban -PHC [UHC] 1/50,000 USHA (Urban Social Health 
Activist] — 1/1000-2500 


No Sub centre U-ANM 1/10,000 

00:25:21 
POPULATION 
NORMS Plain Hilly 1ASHA  2/1,000 
1 Sub Centre 1/5,000  1/3,0000  1MPW  1/5,000 
1 PHC 1/20,000 1/20,000 1VHG 1/1000 
1 CHC 1/1,20,000 1/80,000 1TBA 1/1000 
1 AWC 1/400-800 1/300-800 1 AWW 
1 UHC [U-PHC] 1/50,000 Plans 1/400-800 
1U-CHC Hilly ` 1/300-800 
—Non-Metros 1/2,50,000 
EES 1/5,00,000 


tiit 
ttt otii 
ttim 
LLLLLLLLLLLLLL LLL 


DOCTOR -PopbLLAT® RATTO 
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1 USHA 1/1000-2500 Gu 
1 U-ANM 110,000 : o 
1Pharmacist 1/10,000 

1 LABTechnician 1/10,000 

1 Health 1/30,000,1/20,000 

Assistance 

1 Health 1/120,000,1/80,000 

Supervisor 

1 Doctor/1000 population 

3 Nurses / 1 Doctor 

1 ophthalmologist/ 50,000 

population / 5 CHC's 

1TB Microscopy /100,000 

1 TB Unit /500,000.(200,000 In NTEP 

1 STLS (Sr. Tb lab supervisor] [500,000 

1 malaria microscopy /25000 

1 SET Centre (Survey Education, Rx] /25000 

1 ULC [Urbanleprosy centre] /50000 

1 LCU [Leprosy control Unit] /450,00 
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Chapter 47 


AYUSH, SOCIALISED MEDICINE 


ALTERNATIVE FORMS OF MEDICINE 
—Earlier Name — ISM & H [indigenous system of Medicine 4 
Homeopathy] 
-Newer Name — AYUSH 
Ayurveda 
| Indian Origin 
Yoga Naturopathy 
Unani — Greek Origin 
Siddha — Indian Origin 


Homeopathy  — Germany 
[Father — Samuel Hahnemanl 
+ 
SOWA-RIGPA 
Chinese, Taiwan System of faith Healing 


— STATE MEDICINE 00:02:24 


- Free Medical care by govt. of a country 


— SOCIALIZED MEDICINE 00:02:24 


- Free medical care by Govt. but regulated by professional 
groups/bodies 
- started in RUSSIA 1978 
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Advantages of Socialized Medicine 00:02:50 : 


1. Prevent competition among Private Practitioners 
2. Provision of Medical Services by state Govt. 
3. Social Equity 
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Awe: 
NATIONAL HEALTH POLICY 2017 


MAIN AIM: 
—. Toingorm, clarify, strengthen & prioritize 
Role of Government in Shaping the Health Systems 


TARGETS: 
By 2017 - Eliminate Kala Azar 
Eliminate Lymphatic Filariasis 
By 2018 - Eliminate Leprosy (Already Eliminated by December 
2005). 
< 1case / 10,0000 
By 2019 - IMR -28 (Currently 32/1000 LB *Live Births) 
- According to Sample Registration System (SRS), May 2020 
By 2020 - * MMR 100 (Currently 113) 
- According to SRS Suly - August 2020 
* HIV — AIDS 90 : 90 : 90 - At least 90% should be aware of HIV 


starts 
At least 90% should be on Retroviral Rx 


Atleast 90% should show effective viral 
Load suppression while on Retroviral Rx 
* Tobacco use prevalence should reduce by 15% (30% by 2025) 
* Safe water supply # Sanitation to all (SBM) 
* Occupational insury reduce by 50% in agricultural workers 
* State sector health spending should be» 8% of budget 
By 2022 * Establish DALY as measure of burden/trend ok disease. 
(Disability Adsusted Life Years) 
- Yearslost due to disability or premature death 
- Currently Best Indicator of Disease burden is society 
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By 2025 


“+ Increase Life expectancy at birth to 70 Years (Currently - 66: i 3 
years in India) 4 


* TFR (Total Fertility Rate) brought down to 2.1 - to Stabilize 
Production 


Currently 2.2 


- Under National Family Health Surrey for Research 

*: USMR (Under 5 Mortality Rate) - 23 (Currently 39) 

** NNMR (Neo Natal Mortality Rate) - 16 (Currently 24) 

SBR (Still Birth Rate) - “Single Digit” 

- According to INAP - India Newborn Action Plan (Currently - 22) 
** TB curerate»857, TB Elimination 


(t was 2030, but NTEP (National TB Elimination Program) 
Preponed) : 


*: Blindness prevalence 0.25/1000 (Reduce burden 1/3rd) 


“+ Reduce premature mortality from CVDs, Cancer, Diabetes or. 
Chronic Respiratory diseases by 25% : 


** HTN, DM maintain "Controlled disease status’ - 80% 

* Antenatal care coverage » 90% (currently 21%) 

** Skilled attendance at birth » 90% (Currently 81%) 

*: Newborn fully immunized by 1 year of age» 90% (Currently 62%) 
*: Met need of Family planning» 90% 

** Reduce stunting prevalence under E by 40% (Currently 38%) 

** Increase utilization of Public Health Facilities by 50% 

“ Health expenditure by Govt. form 1.15% to 2.5% of GDP 
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PART 13 : we 


FAMILY PLANNING & 


CONTRACEPTION 
Chapter 49 


COUPLE PROTECTION RATE [CPR] 00:03:02 : 
eege cy) 


TOT AL»no af eli gibiecouyples 


—CPR isa proportion 


ECCective CPRIECPRI 00:04:12 | 


TOT ALno.of protected couples 
ECPR Se ee oe 
TOT ALno.of eligiblecouples 


Q Total Population= 1000 Q.ECPR ? >? 


Total Ec's - 180 
FP DATA 2001 EcCectivity 
Condoms = 29 50%  — 445 
OCPs = 10 100% — 10 
IUDS wb Al 95% — 95 
Vasectomy = 03 1000 > 3 
Tubectomy = ` o8 1004 > g 
45 
CPR? 
- $X100- 333% ~=x100= 25% 
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CONTRACEPTIVE FAILURE/CONTRACEPTIVE EFFICACY 00:08:32 ae 


| Pearlindex j t 


 TOTALno.ofaccidentalGestations 
PI TOT ALmonthsof exposure x1200 


— Expressed per Hundred women years [HWY] 
Q 100 women use 'C for 2 yrs each 
10 pregnancies occur. 


PI? 
10 _ 
^z239 1200 5 per [HWY] 
Il Life Table Analysis 00:13:20 


—Expressed as per single woman month of use 


—Better Index 
PearlIndex 


Male Condoms 2-14 / HWY 14 
Female Condoms 5-21 / HWY 21 


IUDs 1-5 / HWY | 2 
OCPs 0.1 - 2 HWY | 1 


Sterilization ~ 0.1/ HWY | 


Vaginal Sponge 9-20 / HWY 


— Vasectomy is more effective than tubectomy 
CONVENTIONAL CONTRACEPTIVES 00:14:00 
— used exactly at the time of intercourse 
— Male condoms 
Spermicides 
- Chemical Non Oxynol g 
- MOA- by rupture of plasma membrane of Acrosomal cap 


INTRACEPTIVE / EMERCENCY/POST -COITAL CONTRACEPTIVES 


00:16:51 ` 
Used after Intercourse 3 
Combined OCPs  . within 72 hrs 
POPs => within 72hrs = Recommended in 
RCH 
IUD => Within O5 days > Most effective 
^  [C/ in nulliparous] 

RU - 486 ^ Within 72 
(Mifepristone] Hours 
High dose > X 5 days 
Estrogen 
Combined OCPs POPs 
—Yuzpee 8 Lancee Method — 

4 pills * 4 pills tpill+1 pill 

(12h gap) (12h gap) 

<#2hrs «32hrs 


progesterone of single pill — 0.75 mg 
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Chapter 50 ae 


NATURAL METHODS, BARRIER 
METHODS, IUDS € OCH 


NATURAL METHODS 00:00:25 
—PI - 60/HWY 
1. Calender Method/ Fertile period Method! Safe period 
Method/Rhythm method 


2. BBT Method 

3. Cervical Muccus Method 

4, Symptothermic Method 

5. Coitus Interruptus 

6. Abstinence — PI = O [most effective] 


BARRIER METHODS 00:03:17 - 
—MOA— Barrier b/w sperm € OVA 
MaleCondoms Female Condoms 
C(NIRODH] 
PI — 2-14/HWY — 5-21/HWY 
HIV protection ` ^* —> ++ 
Reusability y >x 
Material — Latex —Polyurethane/Nitrile 
Length — Shorter — Longer 
No. of Rings 0i — 02 
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DIAPHRAGM [DUTCH CAP] 00:05:54 
— Used with spermicide 
— Reusable 
—> 4hrs — Intercourse — 6hr 
— should be educated female [Temporary spacing] 
— complication — Toxic shock syndrome 


Diaphragm 


VAGINAL SPONGE TODAY] 00:06:54 : 
used with spermicide [Non-oxynyl 91 : 
—4hr — Intercourse — 4 hr 


— complication — Toxic shock syndrome 


—PI — 9-20/HWY 


00:08:21 - 


Chemical methods 
— Foams, Sellies, Spermicides 
IUD 
Ist Generation 2nd Generation 3rd Generation 
Non medicators/Inert ` Medicated/Bioactive pe 
Lippe's Loop Copper Hormones 
Grafenberg's Ring CUT 7 Progestasert 
CUT 220B LNG - IUD 
CUT 380 A 


B. 


CUT380A e 
-,MCusedlUD in India E 
—5380 — Surface area of Cu in mm2 e 
A — Arm — Ag — CUT 380 Ag 

Au — CUT 380 Au 


e * 7 Shelf lifel1Oyrsj]upto 12 yrs 


PROGESTASERT 
— Rate of Progesterone release— 65yg/Day 
— Total progesterone content— 38 mg— shelf life —1-L5 yrs 
— MC side effect — Bleeding 
Management at PHC - remove 
Feso4 200mgTDSx8Wks ——5  RemovelUD 
— 2nd MC S/E — Pain 
Management - Mild analgesics 8 wait € watch 
- Removalo£lUD 
— Pregnancy with IUD in situ 
Management 
- Gently remove |UD 
- Domedical termination of Pregnancy 
COMBINED OCP'S 00:16:16 
— Estrogen + Progesterone 
—MALAN EELEthinyl Estradiol] — 30 ucg — Free 
MALAD j Levonorgestrol — 150 ucg — Rs 3/- 


Witnarawal Bieeaing 
60 mg Ferrous Fumerate 
Maintains continuity 
Prevents anemia 
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Do mem - - — ooo Én ITT) 


Absolute C/1 
C Cancer Breast, Cervical) 
L Liver Disease LAdenoma) 
U Uterine Bleeding [Excessive € Undiagnosed] 
T Thrombo -embolism 
C Cardiovascular Disease 
H Hyperlipidemia [congenital] 
Pregnancy 


CENTCHROMAN/SAHELI /CHHAYA [re introduced] 00:20:14 : 
—Non steroidal / Hormonal OCP : 
— Contains ORMILOXEPHENE [SERM] 
—> Frequency— Once a week pill Twice/week First 3 months 
— Central Drug Research Institute, Lucknow produced it 
—PI —1.84-2.845/HWY 
—C/lin PCOD 


PROGESTERON ONLY PILLS 00:20:20 | 


CPOP’S / LACTATION / MINI / MICROPILLS / INTRACEPTIVE PILLS] 
QUINESTEROL 


— Once amonthpill 
—No longer used 


GOSSYPOL 
— Male Pill 
— Made from Chinese cotton Oil 
—In 107 causes permanent Azoospermia 


Së 
BZW 
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OTHER FP METHODS 


DEPOT FORMULATIONS 00:00:18 


—Intramuscular insectable Hormones 
— DMPA — Depot medroxy Progesterone Acetate 
- 150mg|M/every 3 months 
- Brandname — ANTARA 
NET-EN — Nor Ethisterone Enanthate 
- 200 mgIM / every 2month 


NORPLANT 
— Subdermal Implant 
— 6 Silastic capsule, 35 mg LNG each 
— Surgical procedure for implantation ¢ removal 
— Shelf Life — 5 yrs 


STERILIZATION [NEW GUIDELINES 2014] 00:03:05 


MALE STERILIZATION 
— Married 

— 22-60 yrs old Male 
— 2 child D 1 yr agel 


FEMALE STERILIZATION 


— Married 

— 22-49 yrs old Female 
— 2 1child D 1yr agel 
— No past history in sel€/spouse |— No past history in sele/ 


— MINILAP spouse 
- TrainedMMBS/ — ConventionalVasectomy 

MD Gynobs/DGO - Trained MBBS $ doe | 

— LAPAROSCOPIC — NO SCALPEL VASECTOMY | 

STERILIZATION [NSV] | 

- MD GYNOBS/DGO - Trained MBBS above | 

| 


MS Surgery 
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VASECTOMY 


— Anatomical structure cut 
— Minimum length op VAS cut 


— Most useful advise post 
vasectomy 


MC Failure of Vasectomcy 
— NSV [No scalpel vasectomcy] 
— No stich vasectomy 


- Small incision VAS pulled out 
8 cut, tie ends € push back 
small bandage 


^ Day care Procedure 


&® - - 


00:06:40 


— VAS 
—- 21cm 
— Barrier methods x 3m 


— Surgical mis identification of ` 
VAS 
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COMMUNICABLE & 
NON COMMUNICABLE DISEASES 
GENERAL EPIDEMIOLOGY 
Chapter 52 


PERIOD OF COMMUNICABILITY 00:00:25 
C.Pox > 2D, * . RASH SD 
Measles > 4D * RASH SD 
Rubella — 4Dbefore symptoms — . Fdayspostrash 
Mumps -— 4Dbefore symptoms — — > J4dayspostrash 
Inhueza >  1-2D* symptoms ` 1-2D 
Diphtheria— 14-28 D fromonset 
Pertussis — 7D post exposure «» 3 wks post paroxysmal 

stage 

Meningococcus— Until absent. £rom the nasal / throat discharge 
Polio —, 40D *— ` Symptoms  7-10D 
HepatitisA —^ 2Wks * Jaundice ` 1Wk 
Hepatitis B—  Tilldisappearance of Hbs Ag 8 appearance of 


Anti HBS Ag 
TB T Aslong as not treated 
HIV eg Lice long 


Tetanus — None 


00:04:30 


SPECIMENS FOR DIAGNOSIS 
TB — Sputum [smear] 
Malaria — Blood [smear] 
Leprosy — None 
HIV — Blood 


For more notes visit 
https://t.me/Latestneetpgnotes 


Or click this page to visit the 
channel 


H1N1 
In&luenzaNas 
Diphtheria 
Chickenpox = 
Rabies 
Livingperson — 


Dead person — 
Living Dog echt 
Dead Dog eh 


VERTICAL TRANSMISSION MC Time 


Congential 
Varicella 
Rubella 
Syphilis 
Toxoplasmosis 
CMV 

Hep B 

Hep C 
Herpes V 
HN 

Parvo Virus 


INCUBATION PERIODS 

Measles = 
Rubella + 
Chicken Pox - 


Dipntheria — 
M. Meningitis — — 


TB emm, d 


, [an 
opharyngeal secretions d 
Vescicle fluid [microscopy] 


Biopsy of skin follicles on nape of 
neck) corneal scrapings 


Brain Biopsy 
Brain Biopsy 
Brain Biopsy 
00:07:48 : 
+ 1* Trimester 
2nd Trimester 
> 3rd Trimester 
> 3rd Trimester 
3rd Trimester 
During Delivery 
During Delivery 
During Delivery 
During Delivery 
— 2nd Trimester 
00:10:08 : 
10-14 Days [10 Days] 
14-21 Days 
14-16 Days 
18-72 hrs [1-3D] 
1-4D 
2-6D 
3-4D 
Weeks-yrs 


—— ep, 


Hepatitis 
A 


m Oo uo 


Polio 
Cholera 
Typhoid 
Staph. Good 
poisoning 
Dengue 
Malaria PV 

PF 

PM 

PO 
L.filariasis 
Rabies 
Yellow fever 
SE 
Plague 
KalaAzar 
Trachoma 
Tetanus 
HIV 
CCF 
Ebola 
Anthrax 
Brucellosis 
Zika 
H7N9 


A 1 4 


LEE POD! OL OIL eee deluded 


15-45 D[2-6 wks] 

45-180 DL6 wks - 6 months] 
30-120D 

30-90D 

21-45D[3-6 WKS] 

4-33 D[- 7-14 D] 

1-2D 

10-14 D 

1-6hrs 


3-10D 

8-17D 14 D Median IP 
9-14D 12D MIP 
18-40D 28 D MIP 
16-18D 17 D MIP 
8-16 months 

20-60 D[3-8Wks] 
2-6D 

5-15D 

1-3D 

1-4 months 

5-12D 


6-10 D[80 — 8th DayDisease] 


months -years[10 yrs] 
1-3D 

2-21 DNipah—14-16 D 
1-7D 

5-60 D 

3-10D 

1-10 D 
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CASE -— A person with Disease, Health disorder or jw 
condition vis 

SUB — Inapparent, covert, missed or abortive case; s MN 

CLINICAL CASE organism multiplies but DO NOT MANIFEST 

CARRIER — . Infected Person Or Animal That Harbours 


Organism In Absence Op Discernible Clinical 
Disease 


SECONDARY ATTACK RATE[SAR] 00:18:54 


m Noof seco 1TP 
= SAR = DU Sann 


—Proportion (X) 
—SAR Measles >90% 
Mumps » 86% 
C. Pox »90% 
Measures of Communicability/ Infectivity 
Primary case is excluded from both numerator $ denominator 


— IP Measles — 10-14 days 
Infection 


life long immunity 
Vaccine Ai 


Q n = 100, all «5yrs old. 33 developed Measles in 2015 and 33 
others got Measles vaccine in 2016. Now, 1 case of measles : 


occur on 01/04/17, 11 more cases developed by 12/04/2017. SAR. 
7 


TotalN aof Ssccasssin 1 1P 
Ke TotalSusceptibles x100 


= 11x100 
33 
= 33.3% 
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RESPIRATORY INFECTIONS 


SMALL POX 
Causative Agent 
Last case inIndia 
Last case in world 
Eradication 


CHICKEN POX 
Centripetal 
Pleomorphic 

Due Drops on Rose 
petals 

Superficial 
Unilocular 


Affects flexor 
aspects, axilla 


Rapid Evolution 


Latecomplication 


00:00:33 
— Variola masor [Varida minor — ALASTRIM] 
— 1975 
— 1977[Somalia] 
— 8th May 1980 
00:01:37 
RASH S. POX 
C.Pox — Centrifugal 
Non Pleomorphic 
Deep seated 
Multi locular 
Affects extensor 
aspects 


Slow Evolution 


—> HHV-3Ea1 “Varicella” 


— cause 
IP — 14-16 D 
Source — case 
Mode of Transmission —» RespiratoryLAir droplets] 
Period op Communicability — 2D —Rash 5D 
SAR — 90% 
Vaccine OKAstrain [ Live Attenuated ] 


Shingles by Recrudescence 


eee € UR 


MEASLES 
— Cause 
— IP 

— Source 


— Mode of transmission 

— Period of 
communicability 

— SAR 

— Pathognomic CF 

+ C&s 

— Mc complication 

— LateRarecomplication 


— Vaccine 


— Immunoglobulin 


MUMPS 
Cause 
IP 
Source 
Mode o£ Transmission 


Period op Communicability 


7D SAR 
MC complication 


Vaccine 


MC age group 


e 
00:06:35 Ki 


— RNAParamyxovirus lA à 
— 10-14 D(10 Days] DUM 
— Cases [No carriers-No ice berg 

phenomenon] 
 RespiratoryLAir droplets) 


—+ 4D —RASH— 5D 


— 80% : 

— Koplik Spot Copp. to lower 2nd molar] | 

> Retro auricularorigin of rash : 

— Otitis Media [Serous] 

— SSPE [Sub 
AcuteSclerosingPanEncephalitis] 
#/millioncases - after 7-10yrs 

— Live attenuated 
Distilled water- Diluent 
9 m € 16-24 m, O.5ml, S/C in Rt Arm 
Edmonsten Zagrebstrain 

— 0.25m/Kg/Body weight 


00:13:37 | 
— Myxovirus Parootitis : 
— 2-3 wks 
— Case 
— Respiratory (Air Droplets) 
— 4-6 D — symptoms — 7D 
— >86% 
— Aseptic meningitis [Child] [MC] 
Orchitis [Adolescence] 
Live attenuated 
Seryll Lynn Strain 
5-9 yrs 


V4 4 Id 
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RUBEOLA —— Measles 


RUBULA ———* Mumps 
RUBELLA ——» German Measles 


RUBELLA 
Cause > 
IP = 
Source > 
Mode of Transmission =$ 
Period of Communicability > 
Vaccine = 
Congenital Rubella = 
Syndrome 

INFLUENZA 


00:16:42 


RNA Togavirus 

14-21 D 

Cases[No carriers - No Iceberg 

phenomenon] 

Resp. [Air droplets] 

1 Wk — symptoms — 1 wk after 

rash 

Live attenuated 

RA 27/3 strain 

CH in pregnancy 

1st priority group 

e Non pregnant Non Lactating 
Reproductive 15-49 yrs female 

Triad (1st trimester] 

CVD [PDA] 

Cataract 

Sensory Neural Deafness [Early 

ll-nd Trimester] 


00:20:50 


Cause —»Orthomyxo Virus Type AL MCC of Epidemics J 
Type B [Only cause of Pandemics] 


Type A Epidemic - once/2-3 years 
Type B Epidemic - once /4- 7 years 
Type CEpidemic - once/10-15 years 


MC Type — H3N2 
SWINE FLU H1N1 
Avian Flu H5N1 
Avian Flu [China 2013] 


H7N9 
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Antigenic 
variations 


H1N1LSWINE FLUJ 
2009, Mexico 
Risk factors 


Lab Diagnosis 


BIRD FLU, HSN1 
199#, HongKong 
DOC - Oseltamivir 


Vaccine 


Antigenic Drift Antigenic shift 

D/t point mutation D/t genetic 
reassortment 

Gradual Sudden 


18 - 72 hrs (1-3 D] 


1-2D o. Symptoms »1-2D 


—^  Child/In€ants<2yrs 
Pregnancy 
Old aged» 65 yrs 
COPD 
Chronic Heart Disease 
Chronic Renal Disease 
Chronic Hepatic Disease 
On Aspirin therapy 
Morbid Obesity 
— . RT-PCRImost sensitive] 
— Nasopharyngeal Swabs 
— 1 Oseltamivir 
75mga BD x5 Days 
2. Zanamivir 
BIRD FLU, H7N9 
2013, china 
Doc-oseltamivir 
Zanamivir 
—  . Live[Nasalvaccinel 
Killed 
Strain - A7/ California 2009 
Priority group - Pregnancy 
-»6mchild chronic disease 
-15-49 yrs adults 
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REVISED / NEW GUIDELINES ON CATECORIZATION OF SEASONAL 
INFLUENZA A H1N1 CASES 2019-20 


CATEGORY A | CATEGORY B1| CATECORY B2 ` [CATEGORY č | 
Mild Fever | Category | Category  |CategoryAaB ` ` 


Plus Plus | 
Children with mild Breathlessness | 


Plus 
Cough/Sore 


— Pregnantwomen Cyanosis 
265 yrs ofage (Children with 
Patients with Lung). omnolence ! 


Heart disease/ ^ rer | 
Liverdisease uit | 
Liverdisease / deis Ap, 


e Diarrhea 
Vomiting 


cortisone therapy 


TREATMENT GUIDELINES 


BSA: Broad Spectrum Antibiotics 
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throat with illness and gii Pain f 
Severe sore predisposing " isles 
hroat riskfactors E : 
emoptysis 


disease/ High persistent | 


Kidney disease / feed well 
Blood disorder / |Convulsions f 
Diabetes/ Shortness of 
Neurological breath | 
disorders/ Difficulty in 
Cancer/ breathing | 
HIV [ AIDS | Worsening of | 
p. itid chronic disease 


No testing tart | 
required Oseltamivir | 
BSA where end throat | 
required wab | 


HT 
ly! 


PrepL adder 


DIPHTHERIA 00:35:50 ` v | 
Cause CorynebacteriumDiphtheriae ^ Carriersas - T i 
main : = A 
Source Carriers (9577) Cases source: 

IP 2- 6days * Diphtheria 


Mode op Transmission RespL Air Droplets] *M. Meningitis : 
Period of communicability 14-28 days from onset : 
[Non communicable is 2 2 cultures, 24 hrs apart is negative ] 


Vaccine DPT(6, 10,14 Wks) 
16 - 24 Months 
5 years 
Toxoid 
0.5mlIM 
SCHICK TEST 


Immunity status Test— Intradermal Hypersensitivity Test 
0.2 ml Shick toxin given 
Reading » 96 hrs 


Positive-Susceptible to Diphtheria 
Mx - Immediate Immunization 


Negative- Immune, Mx - Nothing 


Pseudo *ve - Hypersensitive, Immune, 
Mx- Nothing 


Combined- Hypersensitive, Susceptible : 
Albert Stain Mx— Desensitization : 
—Replaced by Haemagglutination Test : 
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PERTUSSIS / WHOOPING COUCH/100 DAY COUCH 
—., BORDETELLAPertussis 


CAUSE 

IP 
Source 
SAR 
DOC 
VACCINE 


— 


—> 


> 


— 


7-14 


DAYS 


00:43:00 


CASES [ No CARRIERS,No SUBCLINICALS] 


»90% 


Erythromycin 
— DPT WEAKEST component 


MENINGOCOCCAL MEININGITIS/CEREBROSPINAL FEVER 
N. Meningitidis LALmc], B,C,D,29E,W135,x, y) 


Cause = 
IP — 
Source — 


3-4D 


Carriers »Cases 
Routes of Transmission —^ Resp, Air Droplets 


— »80%, with Dx € Rx — 10% 


00:44:56 


CFR 
DOC 
Cases — Penicillin 
Carriers — Rifampicin 
CHEMOPROPHYLAXIS 
«(1monthage — Rifampicin 
21monthage — Rifampicin 
<15yearsage — Ceftriaxone 
>15 year age — Ceftriaxone, Ciprofloxacin, Rifampicin 
Vaccine — Killed Cellular Fraction 
Not Gor RS C/lin Pregnancy € Age < 2yrs 


Not immunogenic 


ARI Pneumonia 


First priority group - Early Ad 
[10-13 yrJ 


New ARI Guidelines, IMNCI 
[Integrated Mx Of Neonate 8 Child, India] 2017-18 [RCH] 
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No Pneumonia [Green] 


e£ Oe 


Cough/ Cold 


Chest indrawing 
Fast breathing 


RR» 50 [2-12m] 
RR > 40 (12m-5y 


Severe Pneumonia / [ Pink] 


Very Severe Disease 
Stridor in calm child 
Any Danger signs 


e Convulsing Severe Chest Indrawings 
e Lethargic/ General Danger signs 
Unconscious Fast RR »60/min, fever » 37.5, : 
Body temp<35.5, No movement, 
Not Reading convulsions 
00:57:35 : 
TUBERCULOSIS Barometer of Social Welfare in India : 
/WHITE PLACE 
Cause — M. tuberculosis 
Source > Cases [Human, Bovine] 


Inabibility to feed 
Vomit 


H/o Convulsions 


Home 


Inhaled Bronchodilator x 5D 
Soothe throat 
If Cough > 14 D — TB assess 


IG Wheeze — Asthma assess 
Follow up in 5D, advise themother 
when to return immediately 


PHC 

Oral Amoxycillin x 5D 

Inhaled BD x 5D 

Soothe the throat 

Ie cough 14D — TB assess 
Ie Wheeze — Asthma assess 


Follow up in 3 days, advise mother 
when to return immediately 


CHC/Hospital 


First dose of referral antibiotic 
Diazepam 

Rx to prevent Low sugar 

Keep the child warm 


— Young Infant [O-2monthd] — 
Severe / Very Severe Disease 
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Period of 
communicability 
Mode of 
transmissionlP 


As long as not treated 


d 


— Resp, Air Droplets 
Weeks - months - Year 


i 


EPIDEMIOLOGY OF TB-INDIA 


Country with highest TB | India 


Burden 


dne | 
A 
O.8 million 


Deaths per year 0.37 million 


1 Case of TBinfects/year | 10-15 persons/year 


Infected with TB 


Incidence of Infections 


CARII 


Prevalence of infection 40% [Tuberculin Test] 


Incidence/Prevalence of 


disease 


Immunity Status Test — | MONTOUX TEST 


Antigen 
Tuberculin 
Strain 
Dose 


— 


> 
> 
> 


Purified Protein Derivative 


50,000 TU/mg 
PPD RT-23 with tween 80 


1Tuin O.1 ml 
ID on flexor aspect of forearm 
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1-2% Cluberculin Conversion Index] 


Sputum SmearExamination 


Reading A » 72hrs v 
[induration - Horoizontal Max 1 p ae 
»9mm + Positive -InCection current, past] >R 
6-9mm —  Doubttul : 
«6mm + Negative - Never Infected 
False *ve + ` BCGHighCoverage 
Faulty Technique : 
False -ve + HIV, Immunosuppression, Pertusis, : 
Measles, Chicken Pox 
- Type lV Delayed Hypersensitivity 
01:05:15" 
Vaccine — BCG 
Live attenuated 
Danish 1331 From M. Bovis by 239 Serial 
sub cultures 
Over 13 yrs 
Normal Saline - Diluent : 
At birth, 3 
0.05 ml « 28 days age : 
} ID It Deltoid 
0.1 ml 2 28 days age 
0-80% 
0% against pulmonary TB 
~ 50% against severe forms 
Duration — 20 years [not Lifelong] 
National TB Institute [NTI], Bangalore 
TB Research centre [TRC], Chennai : 
National institute for TB $Respiratory Diseases CNITRD], Delhi : 
—MCopportunistic infection of HIV in India > TB 
DM is an independent risk factor for TB 
— MDR TB— Resistance to Isoniazid 4 Rifampicin 
XDRTB — Resistance to 
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1. INH € RIFAMPICIN both + 

2. Any one Fluoroquinolones 9 

3. Any one second line insectable 
Kanamycin 
Amikacin 
Capreomycin 

—> TBis apropagated epidemic 
Anti TB Day — 24 March 
Robert Koch — TB Bacillus 


— ENDTB 
Strategy Vision 
Reduction of TB incidence rate 
Reduction of Deaths 


Tb affected families facing 
catastrophic costs 


— TB Mission 2020 
MOHFW, GO 
Eliminate by 2020 
1. Free Diagnosis € R1 
2. Barn on commercial serology 
3. New Anti TB drug 
4. Notification of TB 


TB Free world 
907 
»95% By 


2035 


Zero 
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INTESTINAL INFECTIONS € WARM 


POLIOMYELITIS 
World 


India 

Polio Virus 
P1 

P2 


P3 


INFECTIONS 


00:00:28 


—> 3 Endemic countries — Pakistan, 
Afghanisthan, Nigeria 

— Polio - free on 27-03-2014 
Last case — 13-01-2011 

— MCC of Epidemics 

— Most antigenic 

Most easily eradicable 

MCC of VDPV 

(Vaccine Derived Polio virus] 

P2 Eradication — 20 Sep 2015 
> MCC of VAPP [Vaccine Associated Paralytic 
Polio] 

— P3 Eradication 
— 17 Oct 2019 [Certificate], 
— 24 Oct 2019 [Declaration] 


e 
Reservoir — Man | e. 
Route of — Feco - Oral | LC E 
oe o_o . x 
Transmission|PClinical _, 4-33D [-7-14D) 
types — In apparent95% 
Minor/Abortive 4-8%Non 
paralytic 1% 
Paralytic<1% 
. — OPV SABIN — IPV Salk 
Vaccine 
HEPATITIS 00:06:15": 


A Entero V72[PicoRNAV]—15-45 D - Feco-oral 


— MCin children in India 
B HepaDNA virus —  45-180D) Blood 


C Hepacivirus — 30-120D ? sexual 

D Viroids like —  30-90D Parenteral 

E Calcivirus — 21-45D -Feco-Oral 
—MCin Adults 


MCC Mortality in Pregnancy 


HepatitisBSerum Markers 
HBS Ag Ist Antigen to appeartAustraliaAg], 
= EpidemiologicalMarker 
HBC Ag — Rarely appear salone 
Hbe Ag — Marker of Infectivity, 
— IndicatesActive ViralReplication 
Anti HBC — 1st Antibody to appear, Marker of Acute Hep : 
B IgM] : 
Anti Hbe — Marker of Good Prognosis, ViralReplicationhas | 
stopped | 
Anti HBS — Marker of end of Period of Communicability 


— Vaccinatedindividuals 
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CHOLERA 00:13:55 


Cause — — — —— —* ` Vibrio Cholerae - ELTOR [Hybrid] 
- MC Subtype in India now 
Route of Transmission ——» Feco - Oral 
IB ———————— 1-2D 
Ces ————————— > Rice Watery Diarrhea 
Treatment 
Adults ———* ` Doxycycline 
Child 
Pregnancy j Azithromycin 
Chemoprophylaxis ——~ Tetracycline 
Epidemic ——> 1*step ———> Verification of Diagnosis 
Most important Prophylactic measure is H. 


Education 
TYPHOID 00:17:00 
Cause Salmonella Typhi 
Route of Transmission Feco - Oral 
IP 10-14 Days 
Ces PEA SOUP Diarrhea 
Coated Tongue 
Rose spots 
Stepladder Pyrexia 
Diagnosis 


B Blood Culture (1* Wk] - Best Test 
A Antibodies / Widal L2" Wk] 
S Stool Culture [3°Wk] 


U Urine Culture [4^ WK] 
Treatment 
DOC 
cases —  Cephalospornis, Quinolones 


carriers —  Ampicillin/Amoxycillin + Probenecid x 6 wks 
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Vaccine —  Typhoral 
Typhim - Vi 
TAB 
ORS 00:21:27 : 


— Medical super discovery of last century 
WHO Reduced — Nac! — 26gm Na+ -— 75 
Osmolarity ORS KCL — 15gm K+  — 20 
Nacitrate — 2.2gmCl- — 65 


Glucose 


Ho De Citrate — 10 
20.5 gm a 75 
Mouse = 245 mmol/Ltr 


Re SO MAL —Rehydration solution for Malnourished 00:23:50 


Sodium — Halved — 45 mmol/L 
Potassium — Doubled — 40 mmol/L 
SUPER ORS-> Rice/ Starch/Alanine Based [NOT MONO sugars] 
00:24:46. 
WORM INFESTATIONS : 
GUINEAWORM 00:26:41 : 
Cause — Dracunculus Medinensis 


Last case in india —  Suly1996LSodhpoor] from step well : 


Eliminated in india — Feb2000 


Type — Water Based, Cyclodevelopmental 
Treatment —  Niridazole 
Mebendazole 
Metronidazole 
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ROUND WORM 00:25:46 an 
Cause — . Ascarislumbricoides cke 
IP — 2months po 
Mode of T E Feco - oral 
DOC — Albendazole 
MC worm infestation in India & world 

HOOK. WORM LARVA MIGRANs 00:28:31 


Cause Ancylosoma duodenale, Necator Americanus 
Mode of T— Penetrations of Skin of Foot 
IP — 5 wks - 9 months LA. duodenale], 

7 wks [N. Americanus] 
Association IDA — 0.03-0.2ml/worm/DayC-O.1ml/w/D] 
HypoAlbuminemia 


Endemic Index — CHANDLER'S INDEX [CT] =No. of eggs/gm stool 
Eggs measured by KATOKATZ Technique 
Cl» 300 — Mador Public health Problem 


TAPE WORM 
Cause re 
HOST A 
Route of T— 
IP = 
DOC =$ 


00:32:02 
Taenia solium, T. Saginata 
Definitive — - Man 
Intermediate - Pigs [T.Solium] 


CattleL T. Saginata] 
Consumption of contaminated meat 
8-14 Wks 
Praziquantel 


Niclosamine 
[Albendazole - for Cysticercosis] 


== 
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ers. 


e 
NATIONAL DEWORMING DAY y 


| Dates ` ` | 10 February & 10 August : LÄ- > 


| Obsective School $ Pre School Children 
| 


| Beneficiaries | 1-19 Yrs old 
| Linkage VitaminAprophylaxis 


| Dosage | Albendazole 400 mg stat 

| + 1/2 tablet [1-2 Yearsagel 
| | + 1tablet [2-19 Yearsage] 
| 

| | 
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VBDS, ARBOVIRAL& VIRAL 
INFECTIONS, SURFACE INFECTION 


VECTOR BORNE DISEASES 00:01:10 
DENGUE 00:02:11 


Classification — 


SANDT: fever 


KFD CHANDIPURA 


Dengue GANSAM 


West Nile Fever | Dhori 


MINNAL 


DI mc subtype causing Dengue 
D2 
Cause -> Group B Arbovirus 
03 
D4 


Vector — Aedes Aegypti 
Reservoir — Man, Aedes 
IP — 3-10 Days 


e 
Diagnosis Eun 
Clinically — Torniquet Test >10spots Dengue Fever — ` 2d 
Š | = AN 


2 20 spots— Dengue : E 


haemorrhagic fever 
Serological — NS-1 Antigen Test [comes +ve even in 1st week] 
Presentation 


Dengue Fever Dengue Haem. Dengue Shock 
Fever Syndrome 


Backbone Fever Fever DHF + 
Haemorrhagic Shock 
features 
Thrombocytopenia 
Haemoconcentrati 


on 


Global Strategy For Preventation € Control L2012-2020J 
— Reduce Dengue mortality by 50% by 2020 
Reduce Dengue morbidity by 25% by 2020 
To estimate true Burden by 2015 


VACCINE 
— DENGAVAXIA 
- Live Recombinant tetravalent vaccine 
- Strain —  CYD-TDV 
- Recommended 9-45 yrs 
Age group 


Schedule — O, 6m, 12m 


Production — Replacement of premembrane and envelop : 
Structural genes of YF 17-D strain with: 


Dengue 4 Serotypes 7 

00:09:36 ` 

MALARIA IP 
Cause — P. Vivax -> 8-47D 714 Days : 

P. Falciparum 9-14 D 712 Days : 

P. Malariae 18-40 D 7 28 Days : 

P. Ovale 16-18 D 717 Days ` 
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AMC subtype in India - Falciparum 
Only cause of Death - Falciparum 
—No relapse — Falciparum € Malariae [Recrudescence present) 


Infective form — Sporozoite 


SPOROGONY | | SCHIZOCONY | 
Asexual cycle 


exual cycle 


Endogenous phase 


Sporozoite Saliva Merozoites 
————————9 
Oocyst Injection Enter RBC 
Schizonts 
Trophozoites 


Zygote V 
Micro/macro gametocyte 


Micro/Macro gamete Mosquito 
à Bite 


Vector -^Anopheles Culicifacies (Rural) 
Anopheles Stephensi (Urban) 


FILARIASIS (00:19:35) 
LYMPHATIC FORM BRUGIANI 
Cause Wuchereria Bancrofti Brugia Malayi 
Vector Culex Quinaw Fasciatus Mansonia 
DOC Dec Di Ethyl carbamazenel— 6mg/kgx12days ` 


— Ideal time for blood collection — 8.30 PM to 12 AM midnight 
Global Program To Eliminate Lymphatic Filariasis LCGPELFJ [WHO] 


1. Stop The Spread OF Infection— Mass Drug Administration 
[MDA] 
— DiEthyl carbamazine Citrate [DEC] + Albendazole or 


—>|vermectin + Albendazole 


2. Alleviate Suffering — Morbidity Management 8 Disability 
Prevention [MMDP] 
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Accelerated Plan For Elimination Op Lymphatic Filariasis Apel], India D a 
2018 : Lë 
> Triple Drug therapy of IDA [Invermectin, DEC, Albendazole] : - e 
^ Community engagement for successful MDA implementation 
— DEC Medicated salt 


— House - to - House visit Advocacy 


RABIES (00:23:49) 


Cause > Lyssavirus 1 


-. [Rhabdo Virus family] E 


IP + 20-60 Days 


Pathognomic = Hydrophobia 
CF 


MF Negri bodies in hippocampus 
Mode of T. - Animal Bites except human $ rat bite 
Barrier - Water 


Local wound — Soap € Running water for 5-10 min 
Rx > No sutures generally 


Vaccines > Developed from fixed virus type 


PCECV -Purified Chick Embryo Cell Vaccine 
- RABIPUR, VAXORAB 
PVRV  .Purified Verocell Vaccine 
- VERORAB, ABHAY RAB, INDIRA 


Anti Rabies HRIG -Human Rabies Immuno Globulin - 
serum 20lU/Kg 
ERIG - Equine Rabies lmmunoCGlobulin - 
40lU/Kg 
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(00:29:11) ^ 
Se , 
| B 


Monkeys, Man, Aedes | 


2-6 Days - Quarantine Period 


à 
€ 
Ti 
Be 
S 
> 
= 
x 
S 
RS 
- 
: 


Flavivirus Fibricus 


Reservoir 
80% 


CFR Live Attenuated 


Vaccine Strain - 17D 
Diluent - Cold Physiological Saline 


Temp - (-30)°C « (+5)°C | 
Validity of Certificate - 10 Days to Life long | 


Indices of 1. Container Index = LC" x100 
Surveillance ' 


a 


2. House Index = = x100 
[Aedes aegypti Index] 


3. Breteau Index = = x100 


YF controlmeasures e  1.Areaaround airport kept free of 
Aedes »400m 
2. Breteau index <5% 


EYE [Elimination Yellow Fever Epidemic] STRATEGY [WHO, UNICEF, 
CAVI] 

— ProSect at-risk population 

— Prevent in international spread of YF 

— Contains outbreaks rapidly 


aii — ah tia Aë m 


SAPANESE ENCEPHALITIS (00:34:36) 
Cause Group B Arbovirus 
Vector Culex Triteniorhynchus [MC in India] 
Ampli er Host Pigs 
Actual Host Ardied Birds (Ducks, Fouls] 
Accidental Host Man 
Mosquito Cattle/Horses 
Attractants 
IP 5-15 D 
CFR 30 
Age Croup 1-15 yr 
Vaccines Live strain SA - 14 - 14 - 2 - at 9m, 
16-24 months 
Killed strain - Nakayama, 
Beióing P3 [earlier] 
KFD /Kyasanur Forest Disease / Monkey Disease 00:38:05 | 


Reservoir Rats, Squirrels 


Accidental host 


Vectors 


Hemophysalis Spinigera Hard 
Tick 

[In India] 

Soft Tick [Outside India] 


Killed Vaccine 
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3 - 8 Days | 
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PLAQUE 


Cause 
Reservoir 
Vector 


Source 


Mode of T 
Types 


DOC 
Cases 


Chemoprophylaxix — Tetracyclin 


RICKETISAL DISEASES 


Epidemic 
Typhus 


Typhus Endemic 
Group Typhus 


Scrub 
Typhus 


Indian 
Tick 
Typhus 


Spotted RMSF 
Fever 
Group 


R.Fox 


Q Fever 


| rere 
fever 


> Yersinia Pestis 


— Wild rodent [Tatera India] 


e 
(00:39:31) Kam 


> Rat Flea [Xenopsylla Choopsis] 
-most efficient in India) 


Rats — Bubonic € Septicemia 
Man — Pneumonic 


+ Rat Flea Bite or Air Droplets 


+ Bubonic— 2-7 days— most common 
Pneumonic — 1-3 days 
Septicemic — 2-7 days 


— Streptomycin 


CAUSE 


R. Prowazeki 


R. Typhi 


R 


Tsutsugamushi 


R. Conori 


R. Rickettsii 


R. Akari 
Coxiella 


Bartonella 


VECTOR 


Louse 


Flea 


Trombiculid 
Mite 
Tick 


Tick 
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(00:41:45) 


RESERVOI 
R 

Man 
Rodents 


Rodents 
Rodents 
Rodents 


Rodents 
Cattle 


Man 
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DOC + Tetracycline (00:45:25) ` 


Bril Zinser Disease —  Recrudescene of Epidemic Typhus 


SCERAL/KALA AZAR 


CUTANEOUS/ 
ORIENTAL Sore / Delhi boil 
/BACDAD boil 


MUCUCUTANEOUS 


L.DONOVANI L.TROPICA 
SAND fly (PHLEBOTAMOUS) SAND fly 


SAND fly 
CDDT IOC] 


IP 


10D ——> 2 Yearst -1- 4 months 1 
Serological Diagnosis yK 39 Ag € ELISA, DAT, IFAT 
Immunity status test — Montenegro Test 


- Leishmanin Antigen used 
- Reading after 48-72 hrs 
DOC —LAMB [Liposomal Amphotericin BJ 
(00:50:10) ` 
TRACHOMA / ROUCH EYE ` — Free on 8-12-2017 
Cause — Chlamydia Trachomatis 
Mode of T. — 5-12 days 
Field Diagnosis — Fomites, Flies, Sexual 
[2 2 out of 4) —  Follicles on Upper Tarsal 
Consunctiva 
Limbal Follicles [Herbert pits] 
Pannus 


Consunctival Scarring 
WHO Classification 


LEISHMANIASIS (00:45:49) | 


L.BRAZILENCES | : 


TIF (Trachoma Inflammation Follicular] — 2 5 large Follicles on: 
Upper Tarsal Consunctiva ` 

Til [Trachoma inflammation Intensity] >50% of Deep Tarsal: 
Vessels of UTC covered 
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poc — Azithromycin 
Mass Treatment if prevention of moderate/severe trachoma in 
dOyrs age is» 10% 


TETANUS (00:53:24) 
Cause — Clostridium Tetani 
Source — Soil 
Reservoir — Soil 
IP — 6-10 days 


Period of communicability — None 
NNT Elimination criteria + 1. Rate <1.0 cases / 1000 LE 
(14 Suly 2016) 2. Coverage TT »90% 

3. Attended deliveries » 757 


CATEGORY CLEAN WOUND <6H Other WOUNDS 

A  CC« yrs Nothing Nothing 

B  CC5-10yrs 1DOSE 1 DOSE 

C  CC»10yrs 1DOSE 1 DOSE * TIG 

D  NotCC complete course complete 
Unknown course + TIG 


CC - complete course 
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LEPROSY, HIV € STDS 


LEPROSY /HANSEN'S DISEASE (00:00:20) : 
Cause — ` Mycobacterium Leprae : 
Mode of T. — Air Droplets, Skin contact, 

transplacental, Breast Feeding, Insect 
bite, Tattoo, Corneal, Organ 


transplantation 
Epidemiology India | 
ANCDR [Annual New case — 9.27/1,00,000 detection Rate) : 
Prevalence — 0.67/10,000 : 


Elimination level Dec 2015—. «1case/ 10,000 


RIDLEY SOPLING CLASSIFICATION (00:04:33) | 


TT > Highest CMI PauciBacillary 
++++ Lepromin test 

BT > MC in India PauciBacillary 

BB Multi Bacillary 

BB Multi Bacillary 

LL — Highest MultiBacillary 
Bacillaryload 


Most Infectious 
— Immuno histolgical classification 


— First sensation lost — Cold Temperature 


Ge Tenet — MDT CMultiDrug Therapy] 
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| — Oldest diseaseknown — Leprosy "au 
| Oldest disease with a known cause — Scabies Í A 
VA À A 


Oldest bacterialdisease with a known cause — Anthrax 


— Leprosy can't be Eliminated 
L No proper vaccine 
2. No artificial culture media 
3. Long & variable incubation period -most 
imp. reason 
4. Multiple Routes of Transmission 


` rm "eme 
MM RR qu geng m 


—  OlobalLeprosy strategy 2016-2020 


1. No. op children Dx with leprosy — Zero 

2.No. of newlyDx patients with deformity — dX 

3. No. o? countriesallowingdiscrimination >a Zero 
(00:00:10) 


HIV/AIDS 
Cause — HIVEHTLV-III, lymphadenopathy associated virus] 


Mode ofT— Sexual — MCmodeD907] 
— Least efficient route [<0.01-014%] 
Blood — Least common mode [«0.57] 


it came = 1981: USA 
mv vns -p 1983- vi ——— @axvey 
1986- v2 — —— dcovery 


1stcase — 1981 - USA 
HIV Virus —^ 1983 - HIV1 discovery } Robert Galo - 
1986 - HIV2 discovery Montagnier -Sinnousi 


Got NOBEL PRIZE 


Chennai 1986 
E 1st case India 


Highest cases Maharashtra 


High Prevalence Tamilnadu, Maharashtra, 
Andhra, Karnataka, 
Manipur,Nagaland, Mizoram 


Moderate Prevelence Cusarat, GOA, Pondicherry 


Highest Prevalence Mizoram [2%] 
Fastest Increasing Andhra Pradesh 


Highest Prevalence city ` Mumbai 


MC route in Manipur Ind. Drug users 

States HRG [High Risk ANC District ` 

Group] [Antenatal S : 
clinic] 

High Prevalence »5% 14 A 

ModeratePrevalen »5% <1% B 

ce 

Low Prevalence (5% ax C 


Poor Data or Low prevalence in Last 3 yr-D 


— Mother to child transmission Rate — 30% 
— MICT through Breast Feeding — 12-16% 


In Developing Countries Breast Feeding is not CI except in Higher : 


Socio Economic female 
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MC Opportunistic infection in —Pneumocystis Carini 
world Pneumonia 
(Pneumocystis Siroveci 


Pneumonia] 


MCOpportunistic infection inindia —TB [upto 407 Co-infection] 


UNAIDS 90-90-90 TARGET 
— Reaching 90-90-90 in 2020 means ending the AIDS epidemic is 


possible by 2030 
> An ambitious but achievable target for HIV treatment by 2020 


— 90% of People living with HIV know their status 


90% of people those who test positive have access to. 


treatment 


90% o£ people under treatment have an undetectable viral load 


UNAIDS 95-95-95 TARGET 
—. Reaching 95-95-95 in 2024 means ending the AIDS epidemic is 


possible by zero 
—» An ambitious but achievable target for HIV treatment by 2024 
— 95%o0€ People living with HIV know their status 
95% of people those who test positive have access to 


treatment 
95% of people under treatment have an undetectable viral load 


(00:20:10) 


OTHER STIs 
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CASE DETECTION IN A STD CONTROL PROGRAMME 
— Screening 
contact tracing 
— cluster testing 
SURAKSHA CLINIC 
— BLOOD sample testing 
— Counseling 


-> Syndromic case management [RTT/STI/RPR Kits] 


STD COLOUR CODED KITS 
Oy 


-| Urethral /Anorectal/Cervicai | Azithromycin, | 
dishcharg | Cefixime CT 
e [|Secnidazole,Flucon | 
azoe  . : 
Genito -Ulcerative disease | Azithromycin, | 
_ non-herpetic] |Benzathinpenicillin |. 
. Genito -Ulcerative disease ` | Azithromycin, 3 
{non-herpetic] . Wwe [Doxyoydine |: 
Genito-Ulcerative disease ^ | Acyclovir 
[herpetic] ó 2) 
s | Cefixime, 


Metronidazole 
Doxycycline 


‘Azithromycin, 


SYPHIUS — |YawS mm | | 


Sexual/Venere | Direct skin Direct skin 
al contact contact 


Benzathine 
Penicillin G 


Benzathine Benzathine 
Penicillin G Penicillin G 


= Yaws eliminated from India in July 2016 
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amm "mt ege 


Western Blot Assay 
p24, gp41 

RT — PCR 
Quantiplex 

br. DNA 


Mother 20 mg £ 


Newborn 2 mg/ : p 


kg oral 
suspension 


dr y e - "s / ^ 
í 90:90:90in2020] . 


J| 95:95 : 95 in 


> 9096 - Sexual — least efficient 
< 0.5% - Blood — Most efficient 


- à KIK : CN Lä CR 


.— Mother to Child - 30% 
SE S ^ Breast feeding — 12%-16% 


~, 


ae f 
-— 


E, Qu aoa — 


ei 


NE 
LACH, CH 


OPT - IN > Consent taken E Wu E | » 9596 


OPT - OUT 


Known their status 


> Informed & Kaze } (+) get Rx 


consentassumed Je With Rx — Undectable load 


Si - ER. RAA 
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For more notes visit 
https://t.me/Latestneetpgnotes 


Or click this page to visit the 
channel 
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OTHER COMMUNICABLE DISEASES 


ZOONOSES (00:00:18). 
ANTHROPOZOONOSES From ANIMAL to MAN 
RABIES, PLAGUE, ANTHRAX, Echinococcosis 


ZOOANTHROPONOSES From Man to Animal 
HUMAN TB in Cattle 


AMPHIXENOSES Either direction 
TRYPANOSOMA CRUZI, SCHISTOSOMA SAPANICUM 


1. Direct Zoonoses Occur through Direct 
CONTACT/FORMITE/MECHANICALVector 


RABIES,Brucellosis 


2. Cyclo zoonoses Involvement of » 1 
VerTEBRATE species 
TAENIASIS, Echinococcosis 

3. METAZoonoses Involvement op Invertebrate vector 
PLAGUE APBOVIRAL DISEASES 

4. SAPROZOONOSES Non ANIMALreservoir 
LARVAMICRAINE, Mycoses 

FOOD POISONING (00:04:57) 
IP 

1 Staphylococal FP — 1-6hrs 

2. B. cereus FP Lemetic] — 1-6hrs 

3. B.C. FP [non emetic] — 12-24 hrs 

4. Cl. perfringes FP 6-24 hrs 

5. Salmonella FP 12-24 hrs 

6. Botulism FP > 12-36 hrs 
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EMERGING €& RE EMERGING DISEASE (00:06:10) 
| 1.CCF 
| [CRIMEAN 

CONGOFEVER] 
Cause — Nairovirus [Bunya virus] 
Vector — HyalomatHard Tick] 
IP — 1-3 days 
CFR — 30% 
DOC — Ribavirin 
2. NIPHA 

Cause — Henapi Virus 
Mode of T — Consumption of fruits with 
bat's secretions 
3.SARS/MERS —. by Corona Virus 
4. EBOLA 
IP — 2-21 Days 
Route of T — Contaminated Body Fluids, 
5. ZIKA Sexual 
Route of T — Aedesaegypti, MICT, Blood, 
Sexual 

Diagnosis — RT PCR Technique 
6. uro a 
VIRUS 
DISEASE eM 


Chemical | — MCPG 


———— 
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NON COMMUNICABLE DISEASES 


CHD 00:00:18 : 
Prudent Diet : 
— Overall Goal is to reduce a Ratio—«3.5 
HDL 
Dietary goals 
1. Reduction of Fat intake —<30% 
2. Reduction of Saturated Fatintake =< 7% 
3. Reduction of Salt intake —«g/Day 


4. Reduction of Cholesterol intake —<200 mg/Days 
5.1 Complex Carbohydrates consumption 
6. Avoid alcohol 


Non Modifiable Risk Factors Modifiable Risk Factors 

1. Age [Peak Age 51-60 yrs India] 1. Smoking 

2. Sex (MF India] 2. High BP 

3. Family History 3.ted S.Cholesterol 

4. Genetic Factors 4.DM 

5. Personality type A 5, Obesity 
6.Sedentary Lite Style ` 
7.Stress 


— Most Direct Association - LDL 


Prevention 4 Control 
1 LDLlevel —<100 mg/dl 
2. HDLlevel —)40 mg/dl 


3. Serum cholesterollevel —<200 mg/dl 
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HYPERTENSION OO: 05:30 


RULE OF HALVES TRACKING OF BP 
— only shown by HTN 


Total Population 

50% HTN 

50% Symptomatic 
50% Seek Rx 

50% get adequate Rx 


New BP Classification by ACC/AHA 2017 


SBP DBP 

<120 & «80 — | NormalBP 
120-129 & «80 — Elevated BP 
130-139 & 80-89— . StagelHTN 
140-159 ¢ 90-99— -Stage 2HTN 
2160 & 2100 —.  Stage2HTN 


Lifestyle Modification To Manage Hypertension 
— Weight reduction [Reduced by 5-20 mm Hg/10 Kg BW loss) 
— Adopt DASH EDietary Approach to Stop HTN] diet plan 
— Reduce by 8-14 mm Hg 
— Diet rich in &ruits/Vegetables, Low Fat dairy products 
— Reduced saturated fat, Total fat 
— Dietary Sodium reduction: 100 mEq/Day 
[Reduce by 2-8 mam Hg] 
—Physical Activity [Reduce by 4-9 mm Hg] 
—Regular Aerobic Physical Activity 
—)»30 min/day, most days of the week 
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eo 
— Moderation of Alcohol consumption [Reduce by 2-4 mm Hg] Ke 
—Limit alcohol consumption « 2 drink/day d 3 
; A 
DIABETES MELLITUS 00:11:11. 
Diagnosis 


OGT -+ Venous Plasma Glucose level at 2hrs 
»200 mg/dl 

FBS — »126mo/dl 

Hb1AC— »6.5% 


Glycemic Index — Area under 2 hr Glucose response curve | 
Low Ql «55 — Fruits, Vegetables, Grains : 
Medium Cl 56-69  — Sucrose, Basmati Rice 


RHEUMATIC FEVER 00:15:00 : 
Cause — Group A Bhemolytic streptococci[M5-MC] : 
Prevalence — 5-7/1000 
Agegroup — 5-15 years of Age 
Treatment 
Primary — 1.2 Munits single dose IM 
Secondary —1.2 Munits @3Wkly intervals 


x5 yrs or 18 years of age whichever is later 


Revised Sones Criteria 


| Carditis Edd A [Low risk] | LOW Risk Population 


| Arthritis? Mono A or Poly A Poly Arthralgia 

| Chorea Poly Arthralgia Fever [238.5] 

| [Med & High risk] ESR >60, CRP»3 

| Erythema Marginatum Prolonged PR interval 
| Sub Cutaneous Nodules 


MODERATE/HIGH Risk P. 
Mono Arthralgia 
Fever [> 38.5] 

ESR > 30, CRP 23.0 

Prolonged PR interval 
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Initial ARF 
2masor (or) 
1maoor + 2 minor 


Recurrent ARF 
2 masor (or) 
1maóor + 2 minor (or) 


3 minor 


LATEST CANCER DATA - INDIA [WHO GLOBOCAN 2018] 00:21:30 
—Highest Incidence [Total Population] —Breast cancer 
—,Highest Incidence [Total male population —Lip / Oral cavity 

cancer 


—Highest Incidence [Total Female population]—Breast cancer 


—Highest Prevalence — Breast cancer 


—Highest Mortality | —Breast cancer 


00:22:17 


OBESITY 
l. BMi/Quetlets Index 
W Kg 
H? m? 


Global Classification 
Normal BMI — 18.5525 
Over Wt/Pre Obese — 25 — 30 
Obesity | 5230 
Underweight —«18.5 


Percentile Classification 
Normalweight — 5” 85th 
Over Wt/Pre Obese — 85"95th 
Obesity  —29bth 
Underweight—«5^ 


Indian Classification Eon 
Normal Weight 18,5. 22.99 | HE n 
Over Wt / Pre Obese +23. 25 
Obesity—2 25 
Under weight 18.5 


Il. PONDERAL Index = Ht em 
ER 3 Kg 


I. BROCA'SIndex = Ht... -100 


IV. CORPULENCEIndex= Actualwt cut off - «1.2 


Desirable wt 


V.LORENTZ FORMULA=  (Hit,.-100)- Hcm-150 
Z Woren), At Men? 


VL. SFT [Skin Fold Thickness]- ^ Sum2 40 cmin Boys 
With Herpenden calipers Obesity mt 
250 emin Girls : 
L Triceps- Single best 
2. Biceps 218 mmin Boys 


232mmin Girls } Obesity present 
3. Suprailiac 


4. Subscapular 


VIL WHR Waist Hip Ratio] = > 1.0 [Males] 


1 Risk of CVD 
»0.85 [Females] 


VIII. WHER [Waist Height RJ» 0.5 | — CVDRisk 1 
Independent of Age $ Sex 
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BLINDNESS 00:31:22 
WHO Blind — «3/60 in better eye after best possible correction 


Q Visual Acuity of Rt eye «3/60 8 Lt eye»3/60. Blind?7— No 
Q «3/60inbotheyes.Blind?7 — Yes 


Q «3/60 in both eyes & after correction»3/360. Blind?— No 


NPCB Blind —«2/60 in better eye after best possible correction 


WHO Categories of Visual Impairment 


Categories 
O »6/18 
1 LLow vision —  <6/18-6/60 
2 EEconomic Blindness —  «6/60-3/60 —Workvision 
3 S Social Blindness — «6/60-3/60 — Walk vision 
4 M Manifest Blindness —  €/62-Perception of Light (+) 
5 A Absolute Blindness — Perception of Light (—) 
Unspecified (Category 9) 
MCC Blindness — Cataract (624) » Refractive Error(19. 7%) 
Low Vision — Cataract (##z%) 
Ocular Morbidity — Refractive error 
Prevalence 


Using«6/60 — 0.36%[Latest 2019- 20 Value] 
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PART 15 


NHP, POLICIES & 


LECISLATIONS IN INDIA 
Chapter 59 


e 
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RNTCP 00:00:16. 
Revised National TB control Programme, 1992 | 


History — I 


DOTS [Directly Observed Treatment 
Short Course] Consumption 


RNTCP 1992 


Obsectives— 90/90 
L »90% Cure Rate 
2. :904 Case Detection Rate 


sure cure for TB. 


ComponentsofDots 5 00:02139 : 
1. Accountability 
2.Good Quality Sputum Microscopy 
3.Political Commitment 
4.Uninterrupted Supply Of Good Quality Drugs 
5.Direct Observation Therapy 


New changes CXR, CBNAAT Test in Diagnosis 00:03:34 : 
2017-18Daily Regimens $ fixed dose combinations 3 
Active case Finding 
Drug Resistant TB Rx 
Bedaauiline 
Information Communicable Technology Enabled 
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| "99 


Adherence (DOTS99) 

ICT Enabled Surveillance (NIKSHAY) 
Weight Bands 4 for Adults 8 6 for Children 
Merger of RNTCP with NACP 
No extensions for IP 

Incentives ted 


Diagnosis OC TB — 


00:06:48 


1 Microscopy LOGICAL 


-In Staining 
-LED Fluorescence Microscopy 
2 Culture 
-L3 medium 
-ALC (Automated liquid culture) System BACTEC 
-Drug Sensitivity Testing 
3 Rapid Molecular Dx Testing 
-Line Probe Assay 
-CBNAAT [Cartridge Based Nucleic Acid 
Amplification Test] 
Basis for Gene expert/MTB/RI£ 
4 Other - CXR 
Tuberculin Skin Test 


Sputum Smears 
— 2 SS over aperiod of 2 days after a cough of > 2 wks. 
Spot — Day1 


Morning — Day 2 
—ZNstrain— O+/2 > SS-ive 
1+/2 
2+/2 


SS +ve 
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00:09:16 


Diagnosis of TB PTB 
ete a carina — CB BAT £, MEE, ZER 
€ 
CET m C s wD 
CRMA HT cans 1$ 


Active Case Finding 00:14:18 : 
— Door - Door Screening : 
15 Day campaign 
— Active Surveillance by 
Health Department Worker 
ASHAs 
TB Supervisors 


FDS [Fixed Dose combinations] 
1 Reduce pill burden 
2 Lower Relapses 
3 Reduction of Resistance 
4 ted Compliance 
5 jedSide Effects 


TREATMENT REGIMES - DAILY [No extension of Intensivephase] 


00:15:32 : 
CAT 1 SS «ve : 
SS-ve 
CAT 2 Previously Rx 
CAT 4 MDRTB (DOTS+ earlier] 
CAT 5 XDR TB 
RNTCP DOTS Treatment 
Category 1 [New SS *ve/ New SS -ve] 
Category 2 [Re-treatment) 


Both Categories have same treatment regimen 
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(New 2019-20 Guideline] 
Regimen— 2CHRZEI+4[HRE] = Total 6 Month Duration 


Non-DOTS Regimens 


00:21:15 


Pregnancy with TB 
TB —  StartATTimmediately irrespective of time of 
—  2(HRE)+ #(HR) 9m pregnancy S delivery 
MDR TB Do MTP then start ATT 
Ie no MTP, then start ATT without Kanamycin 
&Ethionamide 
Substituted with PAS till Delivery 


Weight Bands 00:25:20 
Adults(4) Pediatric (6) MDR (5) 
25-39 Kg 4-7Kg <16Kg 
40-54Kg 8-11Kg 16-25 
55-69 Kg 12-15Kg 26-45 
270Kg 16-24 Kg 46-70 
25-29 Kg »70 
30-39 Kg 


New Drugs — DELAMANID 
—> BEDAQUILINE 


ICT Based Adherance Support — DOTS - 99 00:27:24 
- TB Blister pack has contact Number Hidden 


ICT Based Surveilance Support —NIKSHAY 00:28:49 


- Alldata entered connected with Central Ministry 
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Incentives 00:30:27. v 
Patients — 500/month JE 
Providers — Cati -  1000/- - p? 
Cat! - 1000/- 
CatW8V  - 5000/- 
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NTEP 2020 


Historical Aspects & Introduction: 00:01:35 
NTP 1962 
| DOTSE Directly observed Treatment Short course] 
RNTCP 1992 
i 
1* San 2020 
NTP 

| SDG3 |-Ensure healthy Lives $ promote well being For all ages 


TARECT 3.3 End Epidemic of TB 


TB Burden - 2.69 million 
Incidence - 27% 


Pt e A 


Coal of NTEP: 
Elimination of TB by 2025 


TARGET OF NTEP: 

- Decrease Incidence by 80% 

- Decrease Mortality by 90% 
Frame work used - NSP 2017-2025 


- 
A dv 


NATIONAL STRATEGIC PLAN 2017-2025 (05:47) : 


Vision: “TB Free India" with zero deaths, disease # poverty due to T. 
l A 
TB 
GOAL: Rapid decline in Burden of TB morbidity & Mortality: 
Elimination by 2025 
4 Pillars: 


- To build, strengthen & Sustain policies 
- Prevent 


- Detect 


- Treat 


| Incidence / 1 Lac ET. 
| population : 
| Prevalence / 1 Lac : 
| Population : 
| Mortality / 1 lac 
| population 


| Families suffering | 


| Catastrophic 
| costs 


Diagnostic tests under NTEP: 
1) Sputum smear Microscopy 
- ZNstain 
- LED- FM 


2) Culture 
- L3SMedium 
- Automated Liquid culture (ALC) 
e BACTECMCIT 960 
e BACTALERT 
e VERSATREK 
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3) Drug sensitivity testing 
- Moderate Proportionate Sensitivity testing 
PST MGiT 960 
- Economic proportionate sensitivity testing 
1% LS Medium 


4) Molecular Diagnosis test: 

- Line Probe Assay 
LPATB 
PL LPA- INH € Rifampicin Resistance 
SLLPA-FQ / SLI Resistance 

—NAAT 

1) CBNAAT 

2) TrueNAT 

True NAT 
- Developed by ICMR Real time PCR Technology 
i) True NAT MTB- MTB 
ii) True NAT MTB plus- MTB 
ii) True NAT MTB D- Rifampicin Resistance 


"Gm CUE? Geet om 11 an 
= am fo rg goen ee 
wg pa Gown os Oe Wen ei Oe ee 
"en Ca ot Gr wmm w 
a o 9 d m ^ Uo mt 
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5) Chest X-Ray: 


As a screening tool to tsensitivity 
5) TST- Tu lint skin tect 
—IGRA-InterCeron Gamma Release Assay 
7) Serological testing 


(Not used anymore) 


Complete BAN —Punishable offense under Law 
8) TBinHIV 


LF-LAM- Lateral Flow urine LipoAra Bino Mannan 
9) Skin Test for TB 


C-Tb- latent TB diagnosis. 


Antigen used ESTA6, CFP10 
Sputum Smear: 
a b 


Spot sample Morning Sample 
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Sputum Min Fields | Grading | Result | G+) 
Smear | | | 7 De? 


Grading 


OAFB/100| 100 o EP | 
OIF | | | 


1-9 100 | Scanty | + | 


10-99 100 1 | + | 
} 


1-10 /10F | 50 2 | 
| 


»10 20 l 3 


False +ve results: 
- |€ Food (or) Cil particles is present 
- |e there are Scratches on the slide 
- Unfiltered Carbolfuschin 
- |e there is inadequate decolorisation 
- If there is Reading/ Reporting errors 


False-ve Results: 
- |e thereisImporper / Inadequate Sputum collection 


- |e there isImproper storage of Sputum samples 
- I£ there is presence of Saliva 
- Smear Too thin / Too thick 
- Boiling of Crabolfuschirn 
- There is over decolorisation 
- Improper examination 
- Reading / reporting errors 
Definitions under NTEP (21:09) 
Presumptive TB: 
- Cough 2 2 weeks 
- Fever 2 2 weeks 
- Significant weight loss 
- Hemoptysis 
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- Abnormal Chest X-ray 


Presumptive TB in paediatrics: 
- Cough2z2weeks 
- Fever22 weeks 


Ka 
Ja 


- Weight Loss /No weight gain in 3 successive months 


- H/Ocontact 


Presumptive DR- TB: 
- Paeds TBnonresponders 
- TBwithcontact of DR-TB 
- Previously treated 

New TB with HIV 

Allnotified new TB 


drugs including failures) 


All patients found SS+ve on follow up (treatment C first ine. 


Universal DST: Al new patients are offered CB NAAT test to look. 


for Rifampicin resistance 


Types of Resistance: 


MONO R 


LPR Poly Resistance 


Multi DrugResistance 


Extensively Drug Resistance 


[RRIRiGampicin Resistance 


(24:40) | 


Resistance to anyone 
first line drug 


Resistance to more than 
one first line drugs (except 
H/R) 


Resistance to HER in one 
person at the sametime 


MDR+Any one FQ+ Anyone 
second line insectable 


Resistance to Rifampicin + 
others drug excluding H 
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Case Finding (27:27) 
1) Passive Voluntary Reporting to MO with Symptoms 
2) Intensified: MO search for TB cases in 
- DM clinics 
- ART clinics 
- NCD clinics 
3) Active: HW seek in TB cases in key vulnerable 
population 
Adult Presumptive TB 


PAEDIATRIC PTB 


Skin test - 2 TUPPD RT23 
Antibiotic — Amoxicilin + clavulinic acid 
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EPTB: 

MO-TC - 

sns 1/200,000 (Rural/Urban) 

UëLe 1/2.$ Lack; 

(Rurai/Urban) ONT. 1/100,000 (Hilly/Tribal/Difficult to 
ee e 1/100,000 accessareas) 
7 *1/50,000 
Peripheral Health Institutions (Health welfare 
centres) 
6 Reference Labs: 


Must know facts TB / NTEP: (42:30) 


A KA 


National Tuberculosis Institute (NTI), Bangalore 

National Institute for Research of TB(NIRT), Chennai 
National SALMA Institue, Agra 

Regional Medical Research Center (RMRC), Bhuhaneswar 
Bhopal Memoral Hospital € Research centre(BMHRC), Bhopal 


Undiagnosed, SS+PTB are the source of infection 
MC symptom of PTB: Persistent Cough = 2 weeks 


Main tools for diagnosis: Sputum smear, M/E, X-ray ¢ Malecular : 


diagnostic test 


2 sputum smear examined (spot, early morning) 


Sputum examined « 2 days of collection, Results reported on. 


the same day 
Important to elicit past history of anti- TB treatment 


EPTB, Contacts of all SS*ve / PLHIV with cough should be 


subsected for SSM/E irrespective of duration of cough. 


2-37 of new adult OPD (rural PHC setting) will be presumptive TB : 


cases, refer for sputum examination 
104 of presumptive TB cases, are found SS +ve PTB 
Crading of smears inhelpful as a quality assurance tool 
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Universal Drug Susceptibility Testing (UDST) 
- UDST for all notified TB patients (bacteriologically formed & 


clinically diagnosed) 


- All TB patients are offered DST to at least the ritampicin 


through rapid molecular test 


- Cascading DST for fluroquindenes & second line insectable are 


offered throughLPA 


Case definitions 


Micro biologically confirmed TB: 


(44:50) 


Presumptive TB patent with biological specimen positive tor 
AFB, or positive for MTB on culture (or) positive for TB through 
quality Assured Rapid Diagnostic molecular test. 


Clinically diagnosed TB case: 


- A presumptive TB patient who is not microbiologically 
confirmed, but diagnosed with active TB by a clinician 
confirmed, but diagnosed with active TB by a clinician on the 
basis of X-ray, Histopathology (or) clinical signs with a decision 
to treat the patient with a full course of ATT 


In children, this is based on the presence of abnormalities 


consistent with TB (or) Radiography, History of exposure to an 
infectious case / Evidence of TB infection (TST+) clinical 
findings suggestive of TB in the event of negative / unavailable 


microbiological results. 
Sub bacillary population 


A H 
IR | 
multiplying «10° | [E] 
D 
Dormant ^" 


de 


E 
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Early Sterilizi | Prevention of 
Bactricidal Emergence of 
activity | resistance 


TB treatment: 


Type of TB case 


Treatment 
Regimen in 
IP 


Treatmetn 
regimen in 
CP 


Now $ previously 
treated cases 
H 8R senstivite / 
unknown 


NIKSHAY 
Patient, flow in Nikshay 


Nikshay 1 - Initiating Patient on appropriate 


treatment 


NSP 2017-25 has been replaced by NSP 2020-25 
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Drug sensitive 56 112 : 
TB : 


Nikshay 2 - Transfer / Referral flow after initiation | 
of treatment : 


Nikshay 3 - Nikshay Aushadhi : 
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Mmm, 'DoMTP — ATT 
: EH No MTP — ATT Witnout kanamycin | 90/90 (cure ratel) | 
and ekonomide . i 


Start ATT 2 HRE d 
FHR A / 
; 9 


MR omm am eomm 


Immune? 


E E | Pregnancy with TB | | 
EU 2uRZzE- Wie. RNTCP ` vem Good Quay Sputum Mi | 


PIRE x 6 
| Rx: Regimens | gu. NTEP JU 
a ff Uninterrupted supply of quality 


- |J New drugs 
- Delamanid "2 over 2 days after | 
- Bedaquiline f | cough» 2 wks 


ZN Strain Y 
4 O* - (-) ve 


i 
! 
$ 
H 
FAN. Rapid molecular ` Wäi 
| Drug Sensitivity 4 
diagnosis testing buen d 


K 1 1+, 2* - (+) ve - Line probe i 
DA ^ y " . L 
a V C-Tb | 
3 
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MDR - 1R, XDR - 1 R + Auroquinolones + any 2™ line insectable 


ID left deltoid 

O1 against pulmonary 

= 501 against severe 

M. Tuberculosis 
Live attenuated Danish 24 March 
1331 from M Bovis Gan Anti TB day Human, Bovine 
by 239 Serial Subcultures nde 
N Saline 
BC . : i Air droplets 
' O05 mi < 28 days l y* 
TB / White Plaque : 
0.1 mi > 28 days A7 Highest TB - India 
Hontan | Barometer op Indian Social ARI - 1-2% 
test PPD ` i Welfare g 
A ,000 im 
a Prevalence 40% - Tuberculin Test ech : 
Type V — As 
delayed HS i | PRDR7-23880 ! >99 mm- (+) ve False (+) - BCG 1 
1 unnin ES 6.9 doubteu e faulty technique 
Flexor of Forearm «6--lve — False (-) - HIV, 


Reading - » 72 hrs 


lmmunosuppression, pertussis, 
measles, chicken pox 
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NPEP, NHM 


NPEP [National Polio Elimination Programme] 00:00:16 


Diagnosis 
— Stool culture €Viral isolation 
— Part o£ AFP Surveillance [Acute Flaccid Paralysis] 


— Acute —<4wks 
SMO (Surveillance Mo) - min - MBBS 
l 
House of Suspected case 
g 
Collects Stool sample 
l 
Reverse cold chain [+2 +8°C] 
l 
Lab 


— Agegroup — 0-15 yrs 
—2 stool samples 
24-48 hrs 
Each ~ 8 gm [Adult thumb size] 
<14 days of onset 


Reverse cold chain 
»6Odays follow up visit for residual paralysis 


«90 days diagnosis of Polio to be cofirmed 
AFP surveillance Indicators 
1. NonPolio AFP Rate 2 2/1, 00,000 
2. »80Xstoolsamples collection done 
Pulse polio 1995-96— Each child 2 drops of OPV to all «5y of 


same age 
Intensified Pulse Polio — House to House survey after PP Day 


00:00:46 
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SWITCH  — tOPV(P1P2P3)—b OPV (P1P3) 00:07:08 . * | 
National SWITCH DAY > 25th April 2016 | Z 


NHM 2013 00:08:58 : 
NHRM [National Rural Health Mission]2005-12] — NHME2013] : 
NUHM [National urban Health Mission] C 2005-12) : 


—NHM 2013includes RCH, NVBDCP, RNTCP, NLEP, IDSP - Comm. 
Dise. Coverage | 


NPCB, NIDDCP, NPCDS, NMHP, NCD coverage 
NTCP, NPHCE, NPOH, NPPCF 


—Masor Targets India 
1. MMR —<1/1000 [100/1, 00,0001 113 
2. IMR —«25/1000 32 
3. TFR 22.1 


— Components [RMNCH + A Strategy] 


RBSK, RKSK, NSSK, SSK, IMNCI, Immunization, Diarrhea 
control, 


ARI / Pneumonia, Family planning 


SSSK ESananiShishuSurakshaKaryakram] 00:13:47 : 
—NMBS [National Maternal Bene t Scheme] — 3SY[Sanani : 
SurakshaYosanal : 

[12April2005] 


H 
SSSK 


[O1 Sune 2011) 
— Beneficieries 
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Maternal component New Born component am 
Free delivery Free drugs VU 
Free drugs Free diagnostics — 

Free Diagnostics Free blood transfusion 

Free Diett 3D-Normal vag. delivery] NB Care Corner (NBCC] 


[7D-Cessarian delivery] 
Free Transport 


Free Blood Transfusion 


NB Stabilization Unit INBSU] 
Specialized NB Care Unit 
L[SNCUJ 

Facility based integrated Mx 
o£ childhood illness CF-imnciJl 
Nutritional Rehabilitation 
center 

Home Based New Born care 


NBCC NBSU SNCU 
MCHlevel | I M 
Location PHC CHC DH 
Care NB care Sick * LBW Sick 
State | doc + Nursel D+4N 1Pead 2-3D +10-12N 
Beds O 04 12-20 
Training NSSK F-imnci FBNC 

FBNC - Facility 


NSSK - Navsath Sishu Suraksha Karyakram, 


RCH Programme 1997 


Based NB care 


—Strategy — RMNCH+A 
R -Reproductive Health ` — RTI/SIT 
MN -Maternal $NB Health — SSSK 
CH -Child Health — RBSK 


A -Adolescence 


RBSK [Rashtriya Bal Swasthya Karyakram] 


— Beneficiary — Child [0-18 yrs] 


— RKSK+NSSK 


00:19:26 


O - 6yr [Rural + Urban Slums] 
6-18 yr [Government Schools) 
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e 
—30 Disorders e A 
Diseases Gy " 
4Ds Deficiencies | ü 
Defects 
Development Delays with Disabilities 
— Mobile Health Team— 2 AYUSH MO's, 1 ANM, Pharmacist 


RKSK [Rashtriya Kishor SwasthyaKaryakram] 


—Benficiary — Adolescent (10-19 yr) 
—Components 


00:21:54: 


Clinic 
Community 
Communication 
3Cs Content 
Convergence 
Coverage 
Counselling 


NRC Nutritional Rehabilitation centre] 


00:24: 58 
—Benficiary — SAM 


<5 Year aged children 
Stabilization Phase —1-2 Days [Starter diet] 


— Transition Phase — 2-3 Days [Catch-up diet] 


Rehabilitation Phase— Vitamin A, Zinc, Copper W, Iron, Folic 
Acid 


NSSK [Navóat Shishu Suraksha Karyakram] 
— Beneficiary — Early Neonate 


— Training programme for alllevels of HC personnel on NB care 
8 Resuscitation 


00:23:41: 


IMNCI Integrated Management of NN € ChildhoodlliIness] 00:27: 10 
— Components 


Diarrhea Pneumonia 
Measles PEM 
Malaria 
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_,Benficiaries «5yr, <2months, 2m-5yrs 


— Management 
Assess 
classi£y the illness 
identify the R, 
Treatment 
Counsel the mother 
Give follow up care 
HBNC [Home Based New Born Care] 00:29:14 
— PN visits By ASHA 
6 inInstitutional Deliveries on DAY 3 7 14 21 28 42 
7 in Home Deliveries on DAY 137 14 21 28 42 


RCH also covers 
Immunization 
Diarrhea 
ARI /Pneumonia 
Family Planning 
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NPCBVI, NACH 


NPCBVI 00:00:16. 


[National Programme of Control of Blindness $ Visual Impairment] 
Blindness —«3/60 in BEBPC 
QUO ` 


Causes — MC-Cataract(627) r4 d 
RE (19.75) Z [ Q F ` 


Prevalence—0.367(2019-20) («6/601 


4€ blind school survey used, then estimation of total Blindness in : 


India 
—Gross under estimation 
VISION 2020 00:06:18. 
Main AIM — To eliminates all causes of Avoidable Blindness | 
1. Preventable 2. Curable 
e Vit A Deg. e Cataract 
e Trachoma 
GLOBAL INDIA 
1. Cataract 1. Cataract 
2. RE*low vision 2. RE+ low vision 
3. Childhood Blindness 3. Childhood Blindness 
4. Trachoma 4. Trachoma 
5. Oncocerciasis /River blindness 5. Diabetic Retinopathy 
[Not present in India] 6. Glaucoma 
No vector #. Childhood blindness 


232 


E Preptadder 


Rasendra Prasad Institute of Opthalmic Sciences, AIIMS, Delhi 


NUMBERS Population Norms 
2 1/500m 
1/50m 
1/5 million 
1/500000 
1/50000 
Services offered at By 
Vision centre —Vision testing | — PMOA [Paramedic 
Ophthalmic Assistant] 
Service centre — Cataract Sx — Ophtholmologist 
Training centre — Training — Ophthal Department ok 
Medical College 
School vision Screening Programme 00:14:55 
—| Teacher / 150students 
— V-VIII (10-14 yrs) 
—Re€£er to PMOA, PHCEmin. pre requisite] 
— VA cut OFF for referral —<6/9 
00:17:01 


NACP, 1987 [National Aids control programme] 
Background — 1st case 1986 Chennai 
Launched NACP, 1987 [Phase 1, 1992] 


NACP 4th phase (2012-17) — To Accelerate, reverse 8 integrate 
response 


1. Reduce new infection by 50X (2007) 

2. Provide comprehensive care to all PLHA 
[People living with HIV AIDS] 8 R1 services 
for all who require 


Obsectives ETT 
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Screening — ERS Battery 1out of 3— before bloodTransfusion 
ELISA 20ut ot 35 Symptomatic for HIV 
Rapid All3— Asymptomatic for HIV 
Simple 

Diagnosis — Western Blot Assay 
Based on P24, gp 41 
P24 Ag test 
NA Base test 
RT PCR test 
Quantiplex br. DNA test 


Targeted  — CSW MSMs [Men having Sex with Men] 


Street Children : 


Interventions IDU Migrantlaborers Adolescents 


Truck Drivers Trans genders 


MICT/PTCT HIV 


—RateofMICTHIVinindia — 307 
— Rate of MICT through Breast feed 12-167 
— Prevention of MICT 
Efficacy 
1. Zidovidine » 66% Best 
2.Nevirapine =» 50% MCused— Single Oral Dose 


3. ElectiveCS . »50% 
Nevirapine single oral Dose 


Mother New Born 

20mg + Dose - 2mg/Kg oral suspension 

atonsetoflabor «72hr 
- Post NVP Prophylaxis MICT Rate will become — 30% to 157, 
4.Current modality of choice— Triple ARV Prophylaxis 
[90% efficacy] 
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- Tenofovir 
- Lamivudin 


NNRIT/EFavi 
- Eavirenz aiiis Lopinavir / Ritronavir Substitution 


————————— 
earlier in life 


- Started from 14wks POG 
Pregnancy NVP Prophylaxis to 
Labour delivery +New Born 0-6 Wks age 
Breast feeding 
till 1 wk post BF stoppage 


— Testing of HIV LICTC center] 
1. DPT-IN — Testing offered to patients to give consent 


2.0PT-Out  — Patient informed that testing is routinely done 
&consent assumed unless patients denies [india] 


—ART Initiation Irrespective of CD4 count 
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NVBDCP, NELP 


NVBDCP (NATIONAL Vector Borne Disease Control Programme, : 


2003-041 00:00:16 : 
—MCVBD — Malaria : 
MC Viral VBD — Dengue 


MCArboviralVBD ` — Dengue " 
—1 Malaria 4 Kala Azar 
2Filariasis 53E 


3 Dengue 6 CGF 


P | Ser Pretor Serben 
INV C3 D c7 rP 


MALARIA 00:02:43; 
Diagnosis : 
—PBSLSSB, Saswanth Singh Battacharya Stain] 

— Dip Stick Test [Rapid Diagnostickit test] based on Pe histidine 
Rich protein Type 2 

—1microscopy /25000 POP 

—Optimal Test 


ITBN 
— Insecticide Rx Bed Nets 
— Shelf life - 6months 
— 2.5% Deltamethrin£ 25mg/m^] 
5% Cyeluthrint5bOmg/m^] 
LLIN 
— Longlasting Insecticide Rx Bednets 
— Shel¢life-3 yrs 
— Use chemical binder 
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Malariametric measures 


Treatment [2013] 00:08:33 
CASES 
P.Vivax P.Ovale P.Fal. P.Malariae 
————— —— 
Chloroquine * Primaquine ACT * Primaquine 
Other parts of India North East India 
ACT - SP * PQ ACT - LM * PQ 
A-Artesunate A=Artemether 
S =Sulfodoxime LM=Lumefantrine 
P =Pyrimethamine 
— Pregnant cases 
1. PQ withdrawn 
2.1st Trimester 
Quinine » ACT 
Chemoprophylaxis 


Short term [<6 wks] - Doxycycline [1 days before 4 wks after 


return] 
Long term D6 wks] - Mefloquine [ 2 wks before 8 4 wks after 


return] 


OLD 
— Spleen rate > Endemicity 
—|nfant parasite rate — Recent transmission 


NEW 


— Annual Parasitic Incidence [API]> Best indicator of malaria: 


control 

—Annual Blood Examination Rates > Best indicator of 
operational efficiency 

— Slide Positivity Rate 

— Slide Falciparum Rate 


00:13:38 


e 
KALA AZAR 00:17:03 ptm 

Treatment E 

1 LAMB— 10 MO/kg/b.wt Liposomal Amphitericin B aA 

2 MILTEFOSIN + PARAMOMYCIN 

3 Amphotericin B emulsion 

4 MilteFosin capsule 

5 Amphotericin B Deoxycholate 

6 Amphotericin B emulsion insection 

NLEP [National Leprosy Elimination Programme] 
Multi Drug Therapy 00:20:31 

| PBL MBL [Multi 
| (Paucibacillary] Bacillary] 
| No. of skin lessons —5 
| Nerve involvement —2 IN 
| MC - Ulnar nerve Test 
| at Medial Condyle 
| Check £or cord 
| thickness 
| RSC —TT.BT —BB,BL, LL 
No of Drugs <2 23 
| Riampicine | Rifampicin Clofazemine 
| Duration of Rx —6m 
| Duration of Follow | ^2yrs 
| up 

—MDT completed, no change in lesions Stop MDT 

Reassure ! 
(Bacteriological recovery do not coincide with clinical 
Recovery) 7 
-— EJ PrepLadder 
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— OAMS [Once A Month Supervised Therapy] 
— Accompanied MDT 
- Any responsible person can collect MDT therapy on behalf of 
patient 


— Uniform MDD 
- Dapsone + Rifampicin + Clofazamine to all 


—SETcenter — Survey Education Rx center 
SIS — SimplifiedInformation System 


National lodine Deficiency Disorder Control Programme (NIDDCP], 
1992 00:00:16 


National Goiter Control Programme, 1962 — NIDDCP, 1992 
Impact Indicators — Masor— UIE [urinary lodine Excretion] levels 
e generally measured in Pregnant female 


e over 24hrs 
Others —Neonatal hypothyroidism 


Goitre 


Level of Salt lodinisation— 30 ppm at productionlevel 00:02:00 
15ppmat consumer level 


Two-in-one salt — 40 pglodine + 1mglron/gm of Salt 


Criteria to track Elimination— 1 Enlarged thyroid (6-12y)—«57 
2 UIEdOOMg/L — «505 


3 UIE«50 Mg/L — <20% 
4 Households with iodized 
Salt —»907 


INTEGRATED DISEASE SURVEILLANCE PROSECT (IDSP) 00:03:57 


—Encompasses 
Regular Surveillance Sentinel Surveillance Periodic Surveillance 


VBD (Malaria) HIV NCD Risk factors with 
WBD (Typhoid, Cholera) HPV Anthropometry 


| e 
RD(TB) HCV BP P 


VPD (Measles) Water quality Tobacco with | Gu 
Polio Air Quality NutritionalStatus —K E 
RTAs Blindness | 

YF, Plague 

Meningitis 


Haem. Fever 
Resp. Distress 


— Forms under IDSP 

S form — Suspected cases— by health workers—-Syndromic: 
Dx : 
P form — Presumptive cases —^ Doctor/med.officer— : 


Presumptive Dx 
L form —Labcofirmedcases—> Lab statt Cofirmed Dx 
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Vas tfl oon. Aug affer aei T NES WIS < 5 ' 
— 2 ët aite Ne i aio MN, ase dub au ione ah. fe, un du titi Man Ho api roms more 


de ail mao s 6 4 iplo — a A 


Treatment 


Pvo 
Chloroquine 
A 


Primaquine 


Pregnancy 
1. PQ withdrawn 


2. 1“trimester 
quinine » ACT 


LLIN 3 years 
Chemical binder 


a 


< Best Indicator of malaria 


API 
Operational efficiency 

MC in India — Falciparum 
Only cause of death — " 


x. 


GO < TWO y, 
Kelt ee 


SE 
EE EE A 
UTA Zë SEH 


Sporogony - Sexual — Exo - 
Schizogony — Asexual — Endo - Man 


PBS [JSB] 
Dip stick test — based on P; histidine 


rich protein Type 2 


bu 


2.596 Deltamethrin (25 mg/m") 
596 Cyfluthrin (50 mg/m’) 


v i% 
CASS ENSIS es 1. x 08 
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NEW PROCRAMS 


1. AYUSHMAN BHARAT SCHEME [ABS] 00:00:16 
A. HEALTHS WELLNESS CENTRES [HWC] | 
— 1.5LacHWC centers 
— comprehensive health care [including MCH, NCDs] 
— Free essential drugs & diagnostic services 


B. NATIONAL HEALTH PROTECTION SCHEME LAB-NHPS) / 
PRADHAN MANTRI SAN AAROGYA YOSANA EPMSAY 
— Target —10.74 crore families, Total 50 crore people] 


— Apex— Chaired by union Health ¢ family welfare Minister 
— Defined Benefit cover 


— 


— 


c 


— 


— 


Rs Slakh/family/year; No cap on family size? age 
Secondary $ Tertiary care hospitalization 
Cashless 8Paperless Scheme 

Public hospitals& empanelled private hospitals 
Include 1,3 5 4 packages 


[Including Bypass, Stenting, Knee replacements] 


— Hospital Eligibility 

— Allpublichospital 

— Empanelled private health care facilities 

> €mpanelment criteria — Hospitals with) 10 beds 


SWACHH BHARAT MISSION [SBM] 2014 / SWACHH BHARAT 
ABHIYAN 


L ANEMIA MUKT BHARAT [AMB] / INTENSIFIED IRON PLUS INITIATIVE: 


00:04:58 - 


—MAIN AIM — to reduce prevalence of anemia by 34 points per: 
year among children, adolescent and women in the reproductive 
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age group [15-42 yrs], b/w the year 2018-22 
_, ANEMIA MUKT BHARAT 6X6X6 Strategy d 
y 3 
— 6Beneficiaries 
— 6Mechanism 


— elnterventions 
PROPHYLACTIC DOSE & REGIME FOR IRON FOLIC ACID 


SUPPLEMENTATION 
er ee Be 


2. SWACHH BHARAT MISSION [SBM] 2014 / SWACHH BHARAT ABHIYAN 
00:11:03 


AIM: To eradicate/end open- defecation in India by 2019 by 
construction o£ 12 million toilets 


SWACHH BHARAT MISSION - GRAMIN[SBM-C] 
— Construction op toilets in Goverment schools (Ministry of 


Human Resource € Development] 
`. Rural School Sanitation > Separte Boys/Cirls toilets (Dept. of 


School Education] 
_, Construction of toilets in Anganwadi centers [ministry of 


women € child development) 


SWACHH BHARAT MISSION - URBAN [SBM-U] 
4 Household toilets Land conversion of insanitary latrines to 


pour-Flush latrines, community toilets solid waste 
management, IEC $ Public awareness, capacity building 
^. implementation by — Ministry of urban development 


3. NATIONAL NUTRITION MISSION [NNM] 2017-18/POSHAN ABHIYAN  . Ee ume 
VISION— To ensure attainment of malnutrition - Free India by : E : 
2022 | A 
TARGETS 


— To reduce stunting, under nutrition, anemia Lamong young: 
children, women $ adolescent girls] $ reduce Low Birth: 
Weight by 2%, 2%, 3% and 2% per annum respectively | 


— Achieve reduction in stunting from 38.4 7 [NFHS-4] to 257 : 
by 2022 Nission 25 by 2022] : 
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National Digital Health Mission 
2020 (NDHM) 


Formulated by MOHFW, GO 
AIM: 


To provide necessary support for ‘integration of Digital Health. 


infrastructure’ in India 


Basis: 
National Health Policy-2017 
NHA-National Health Authority 
“Universal Health Coverage” 


NATIONAL T IGITAL HEALTH MISSION 
ACAL THCARE PROVIDERS IA CREATIN NGA 
CITAL HEALTH ECOSYSTEM 


NDHM Ecosystem: 
- NDHM will overall monitored by MOHFW under Ministry of 


Electronics € Information Technology 


- This initiative is taken under by Digital India and the Data 
Govt. in will be responsible for maintaining and updating the 


resources 
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Key features: 
i) HealthID: 
- Unique for every citizen of India 
- Ithas all the Health related information of the individual 
- Various healthcare providers like hospitals, laboratory, 


insurance firms, telemedicine firms, online pharmacies is. 


included 


- This health ID once generated will be linked to mobile number € 


AADHAR 
- This will be voluntary basis 
ii) Personal heal record: 


- Electronic record managed / shared by the individual itself 
ii) Digi doctor 


- Acomprehensive repository of all doctor's who are practicing : 


modern allopathic system 
- Enrollment of doctors is voluntary 
iv) Health Facility Registry: 


- It's complete repository of all the facilities across the. 


country 


- |t includes both Government Public € Private Hospitals, : 


Pharmacies, Laboratories, Clinics $ Imaging Centres 
v) Electronic Medical Records: 


- Where are the health care related information will be linked : 


to the Health ID of the individual 


- In future E-Pharmacy, telemedicine services will be added to : 


this. 
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Integrated Child Development Services (ICDS) 1975 


(Rural areas #Urban slums] 00:00:16 
Heart of ICDS — Anganwadi 
Population Norms — 1AW/400-800 in plains 


1Aw/300-800 inhills 


vlt 
CU". wi 
-— pet 
he ai 
- — 
1g Dam, 
DM 


Beneficiaries— 
1. Children [0-6 yrs] 
2.Pregnant € lactating female 
3.Non Pregnant Non Lactating Reproductive age 15-49y 
female 
4.Adolescent Girls (11-18 yrs) 
Services — Health Education 
Immunization 
Family Planing& contraceptive 
Referral Services 
Non formal Pre School education 


Health Check ups 
Free food supplementations 
Free Food — Calories(1/3) Proteins (1/2) 


Supplementation 500K.cal 12-15gms  6-72m children 
800K.cal 20-25gms Malnourished children 


600 K.cal 18-20 gms Preg % Lactating 


Mothers 
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New Schemes, Strategies, 
Initiatives 


SUMAN 
Surakshit Matritva Aashwasan 
Launched on 10 October 2019 


Goa: Toendall Maternal &new born deaths 
Vision: Achieve Zero maternal $ new born deaths 
Through quality care with dignity & respect 


Beneficiaries: 
- AllPregnant Mothers 


- Allmothers upto 6 months post delivery 
- Allsicknewborns 


Suman Service Gurantee: 
1) Basic Package 
Health 8 Wellness Center- sub health centre 
HWC-Primary Health Center 
Primary health Center 
Urban Primay Health Center 
Type o£ facility expected is 


New Born care corner (NBCC) 
- Pregnancy testing kits 
- Routine ANC, PNC, Complications 
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Minimum 4 Antenatal checkups, 1 Pradhan Mandhiri Surakshit 
Mathrit Abhiyan (PMSMA) referral 

Complete, comprehensive Antenatal care 

Breast examination 

HIV, Syphilis identification 

Reproductive tract infection / sexually transmitted infection 
managements 

Skilled Birth Attendents 

Referral $ pre referral management of Obsteteric 
complications 

Family planning counselling 

Provisions for contraceptives 


Follow up care 


2) Bemonc Package 
- Non FRU Community Health Centers 


Urban community health centers 
Sub district hospitals € other Hospitals 


Type of facility expected is New Born Stablisation unit (NBSU) 


“Basic Package” (+) plus 

Assisted Delivery 

Management of complications, referral to comprehensive 
Emergency Obstetric $ Neonatal Care (CEMONC) 


Stabilisation of Obsteteric complications 
Episiotomy Suturing 

Antibiotics 

Breast feeding $ Kangroo Mother care 
Past natal package + 48 h stay 
Sterilization 

Safe abortion 

New born sepsis management 

Photo therapy management 

Diarrhoea / Pneumonia 
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3) Cemonc package 


Medical colleges 

District Hospitals 

Sub District hospitals 

FRU- Community Health Center 
Urban Community Health Center 


BEMONC Package * 


Pradhan Mantri Surakshit Matritva Abhiyan (11:20) | 


Identification, screening $ testing for elimination of Mother to 


child transmission of HIV & Syphilis 

Delivery of HIV+ women 

Link ART 

Obstetric emergencies 

Cesarean section 

Blood Bank 

Surgical methods for Abortion 

NQAS (National Quality Assurance Certified), 
LAQshyA centers also included in BEMONC, CEMONC 


To provide quality Antenatal care services for 2” (ona 


trimester on 9" Date of Every Month 
PMSM clinics consists o£ Private Practitioners 


All the investigations will be done before seeing the 


obstetrician 


The Obstetrician will do the complete examination 
This scheme is under MOHFW 
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Urban dispensary 


| Rural Areas Urban Areas | 3 


CHC Urban H posts 


Rural Hospitals Maternity Homes | 
E 


Medical Colleges E 


District Hospitals 


DAKSHTA 2015: 
- To empower providers for improved maternal € neonatal health 


care during institutional deliveries 
- AIM- To reduce Maternal $ neonatal Mortality 
- Thisis being implemented on 98 districts of 

Madhya Pradesh 

Maharastra 

Odisha 

Andhra Pradesh 

Sharkhand 

Telangana 


4 Pause Points has been identified 
1) At the time of admission 
2)Before pushing or CS 
3)Soon after delivery (1hr) 
4)After discharge 

Target population 

- Medical officers 

- Nurses 

- Auxillary nursing Midwife 
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SAANS: 


Social Awareness & action plan to neutralise pneumonia: 


successfully 


<3/1000 Live Birth by 2025 


Obsectives: 
- Awareness in community 
- Awareness of care gives to identify early 
- Dispels myths 8 notions € trigger behaviour change 


Target beneficiaries: 


givers Mobilisation 
Mothers 


Fathers 


All care | Community 


Secondary: 
Key Opinion Leaders 
- Gram Panchayat Leaders 
- Local Administration 
- Religious Leaders 
- Village Health Sanitation € Nutrition Committee Members 
- |CDS 
- Private practitioners 
Strengthen Facilities: 
- Availability of Amoxycillin dispersible tablets 
- Inpatient care for sever cases 
e O2 
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e Pulse Oxi meter Am 
nes 


e Antibiotics i z 


- Standard treatment protocols 
- SAANS Booth 


Sanani Shishu Surksha Karikam: 
Dietary Norms 
Free diet 
Voginal deliver 3days 
Caesarean Section 7 days 


RDA Requirements according to 2010 Nutrition guidelines 


Pregnancy Lactation 
Energy 2250 kcal /day 2500 kcal / day 
Proteins 78 grams / day 74 grams / day 
Fats 30 grams / day 30 grams / day 
Calcium 1200 mg/ day 1200 mg / day 
Iron 35 mg / day 21 mg / day 


Diet Guidelines for vaginal delivery 
- Normal diet x 3 times a day 
- Consume within 2 hours of cooking 
- High energy snacks 
- lodised salt (15ppm at CL) 
- 22L water / day 


Diet Guidelines €or C-section delivery: 
- »6h of surgery, sips of water 
Day-1 Liquid diet 


Day-2 Soft diet bos 
(should be consulted with attending physician be£ore initiation) We D 
Khichdi, Upma, Poha, Dalia : e 


After 2-3 days- Normal Balanced diet 
2-3L Fluids / day 
AArogya Setu: 


- “Mobile Application" to spread awareness for COVID-19 among : 
citizens of India 


- Thisreplaces the App "^ CORONA-KAVACH^ 
The main functions includes 
1) Contact tracing 


2) Syndromic Mapping S» 
3) Self Assessment M. 


- It also tell you about ton | mua | ents 


total no. of affected people in a given area 
Rashtriya Arogya Nidhi (RAN) 
1) RAN 


This provides financial assistance to people who are below 

poverty line for life threatening diseases mainly in government ; 

hospitals & institute's with super specialities 
2) Health Minister Cancer Patient Fund 


This also provides financial assistance to people who are below | 

poverty line for cancer € related illness, mainly in Regional: 

cancer centers tertiary care cancer centers, state cancer: 

institutes : 
3) Financial Assistance for poor with Rare disease: 


This provides financial assistance for people below poverty line 
with rare disease mainly in government hospitals, Institutes | 
with supper speciality 7 
I€ someone is beneficiary of Ayshman Bharat Scheme (Pradhan : 
Mantri San Arogya Yoóna) he will not be eligible Cor RAN $ HMCPF: 
also people who get treatment Drom private institutes won't: 
benefit from this : 
Benefits will be givn as “ONE TIME GRANT” 

Maximum Financial assistance of 15 lacs ruppes 
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Jal Shakthi Ministry: 
Established on May 2019 


- By combining 
Ministry of Water Resources, River Development 8 Ganga 


Resuvenation 
+ 


Ministry of Drinking Water $ Sanitation 


Function: 
1. Clean river Gangas 
2.Resolve disputes on water sharing 
3.Water conservation 


Affordable Medicines & Reliable Implants for Treatment: (AMRIT) 
Aim:to decrease expenditure by patients on cancer & Heart 


disease 
Amrit has astockof”2200~ Drugs 
Disposable's 
Implants 


Amrit 


Affordable Medicines and Reliable Implants for Treatment 


- Theideais to make these “available, Accessible affordable” 
- This will cost 50-60% less than already available products 


PM-E-Vidya 


- This ensure all digital platforms provide online education LCOVID : 
LOCKDOWNJ 


- Thisis undertaken by Minsitry of Human Resource Development | 
Resource: 

DIKSHA:- One nation - One Digital Platform 

SWAYAM PRABHA:- One Class One Channel 


S-Study M-Massive 
W- Web for O-Online 
A-Activehearing for ` O Open 
Y-Young C-Courses for 
A-Aspiring S- Schools 
M-minds 


IITPAL- For SEE& NEET preparation 
AIR- Radio for community 


Daisy- (Digitally Accessible Information System) content eor 
visually € hearing impaired individuals 


Pragyata: (stepwise approach) 
P LAN 
R EVIEN 
A RRANGE 
GUIDE 
Y ALK(TALK) 
A SSIGN 
T RACK 
A PPRECIATE 


PRAGYATAB 


Guidelines for Digital Education 
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National Medical Commission: 


IMC ACT 1956 (MCI Medical council o£ 


India) 
l BOGMCI 
NMC ACT l 
2019 
NMC 
Aug 8, 2019 


Consists of 4 Autonomous Bodies: 
1)Under graduate Medical Education 
2)Post Graduate Medical Education 
3)Medical Assessment 8 Rating 
4)Ethics € Medical Registration 


- Common final year MBBS professional exam is being planned. 


where the professional Exam will be replaced by NEXT 
(National Exit Exam) 
NEXT 
Licensure Criteria Dor entering 
Exam post graduation 
along with foreign 
medical graduate 
exam 
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HEALTH SCHEMES 


MID DAY MEAL PROGRAMME / : 
MILD DAY MEAL SCHEME $ 00:07:25: 
& © 
ei 90 
© ` ó» 
$99 
rmm ^ me 


(1/3)Calories ` Proteins (1/2) Cereals 


Primary — 450 Kcal 12 gm 100 gms 
Upper Primary— 700K.cal 20 gm 150 gms 
Ministry — Human Resource 8 Development 
National Programme for PreventiongControl of Diabetes, Cv. 
diseases Stroke (NPCDCS) 00:08:48: : 
launched in 100 districts $ 21 states : 
Sub center—Health Promotion 


Opportunity Screening for BP € Sugar 
Referral to CHC for DM, HTN 
CHC — Diagnosis € Management at NCD clinics 
Home visits for bedridden patients 
Referral to DH if complicated cases 
DH — Health Promotion 
Screening for > 30 yrs. 
Dx € Mx of CV diseases 
Palliative Care for Chronic Debilitating Progressive Patients 
Urban Health — Screening of urban slum Population 


Check up scheme — Screening for population >30yr 
Pregnant Female 


Cancer control — RCC OWDS 


8 EB preptadder 


Chapter 68 


HEALTH POLICIES € LECISLATIONS 


PMMSSY 2006 [Pradan Mantri'Swasta Suraksha Yosana] 00:23 
Correction in imbalances in availability of affordable Health 
care in country 


— Components 
1. Opening up of AIIMS like institutions across country 


2. Upgradation of Medical colleges & institution in india 


PSDY [Pradhan Mantri SanDhan Yosana] 00:01:14 
National mission for financial inclusion 
—. Launched on 15th August 2014 

MTP ACT 1971 00:02:00: 
Indications 


— Humanitarian 
Eugenic 
Therapeutic 
Social 
Education Qualifications — MD Gyn obs Diploma Gyn obs 
MBBS A ëm Srship in Department of Gyn Obs 
Experience—2 25 MTP's 
Timing—0-20 wks 0-12 wks [Low risk]- 1 Doctors opinion 
— 12-20 wks High risk1-2 Doctors opinions 
Amendment Bill 2000 in Parliament will make it O - 24 weeks 
O- 20 weeks [Low risk]: 1 Doctor opinion 
20-24 weeks [High risk]: 2 Doctor opinion 


Organ Transplantation Act, 1994 00:05:24 : 


— Any person 218 yrs can authourise 
— Only for therapeutic purpose 
— 2011 onwards 10 yrs imprisonment + 20 lakh to 1 crore fine 


National Rural Employment Guarantee Act 2005 00:06:40 | 


—) 100 days of employment/ year 
— Job card given 

—«15 days — employment 

—< 5km Radius of house 
—Unskilled manual labor work 

— Standard wages 

— BPL Families 
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ALLIED HEALTH DISCIPLINES 
Chapter 69 


BIO MEDICAL WASTE MANAGMENT 


INTRODUCTION 
- ; Biomedical waste Management in India covered by EPA 


[ Environment Protection Act 19861 
- Section 6,8,25 


00:00:24 


— 4 SCHEDULES 
SCHEDULEI — Categorization, Segregation, Processing, 
Treatment, Disposal 
SCHEDULE Il — Standards for treatments Disposal 
SCHEDULE Ill— Authorities € Duties 
SCHEDULE IV—Labels for BMW bags, containers 

— Under Ministry o£ Environmenté forests 

LATEST GUIDELINES 2017-2018 00:02:59 


— Earlier — BMW Mx1998 
10 categories, 4 color-coded bags € disposal 


Y Y 
— 2017-18 — Discarded 4 categories& disposal 
— YELLOW CATEGORY 00:04:07 


Placenta 
1-Human anatomical waste Appendix 
Gall bladder | Incineration/ 
Amputations| Plasma Pyrolysis 
(1200 C) 
DEEP BURIAL 


2- Animal waste ——————» Animal House 


e 
6-Soiled waste Gauge Pieces S 


INCINERATION/ m / 
dages j 
(cotton/clotn) Ban idi Plasma Pyrolysis A i 
eet ENCAPSULATION 
Swabs 

Disinfectants 
10- Chemicalwaste ` Production ot 

Biologicals INCINERATION/ 

Plasma Pyrolysis ` 


ENCAPSULATION ` 
5- Discarded Medicines Expired medicines : 


Cytotoxic Druas 
8- Liquid chemical waste — Chemical Rx F/b Drain 
(cleaning, House keeping, disinfection activities] 
3- Microbiological, Biotechnological, lab waste EI e Mtrinated | 
[Cultures, Live vaccines, Toxins, Other Biological] Chemical Rx | 
Jr 


— Bed Linen, Mattresses, Bedding Incineration 


RED CATEGORY 


7-Solid/contaminated [Recyclable] waste 
[Plastic/RubberlTubings ———————— Autoclaving/ 


00:10:16 


Microwaving 
Catheters 


Hydroclaving 
Canules 


l 

gëf A DESTRUCTION/SHREDDING 
| | 

ENERGY RECOVERY / 
FUEL OIL/ 

ROAD MAKING 
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— WHITE CATEGORY 00:11:53 
4— Wasted sharps ———— ———»  AUTOCLAVINC / 
Needle, Sx blades, Scalpels DRY HEAT 
| €/b 
SHREDDING/ 
MUTILATION/ 
ENCAPSULATION 
| €/b 
FOUNDRIES/ 
LANDFILLS/SHARPS PITS 
— BLUECATEGORY 
Glassware Orthopedics CHEMICAL Rx/ 
Metallic Body implants ENT AUTOCLAVING/ 
Dental HYDROCLAVING/ - 
Cardio thoracic .|| MICROWAVING 
VascularSx ee 
METHODS 
INCINERATION 00:14:20 


— Temperature—»1200'C 
— Principle — High temperature + Dry Oxidation 
— Combustible matter » 607. 

Non-combustible Solids « O54 

Non - Combustible fires « 20 7 

Moisture content« 30% 

Contraindicated are 

1. PVC Plastic Waste 
2. Pressurised Waste ^  * Explosion can occur 
3. Heavy metal WasteLead, —* Cadmium, mercury Poisoning 


4. Reactive Chemical Waste —* Silver [X Rays] 
5. Radioactive waste — — * Seaburialis recommended 


— — —  AngioSarcoma of Liver 
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AUTOCLAVING 
— TemperatureinIndia— 121C6O0minl5psi |... 
135°C L^ 
145°C 


— Principle— Steam under high pressure 
— Check sufficiency of Autoclaving CBS 
(Geo Bacillus Stearothemophilus] 


HYDRO CLAVING 00:18:29. 
— Temperature —  121°Cor132°C | 
—Principle —  Steamunder pressure 


—Check Sufficiency — Bacillus Subtilis 


MICRO WAVINC 00:18:55. : 
—12nm, 2450 MHZ 


—Principle— Generation of CONUECTION CURRENT in heated. 
water molecules 


— Check sufficiency— Bacillus atrophaeus 


ENCAPSULATION 
— Filling containers with BMW &Immobilization materials 
(Foam, Sand, Cement, Clay] 


i 
Seal the containers 


PLASMA PYROLYSIS—» 1200°C 


INERTIZATION 00:20:08: 
Large Volumes Op Toxic BMW : 


l 
Non Toxic waste [inert] 
— 15% cement + 157 Lime 
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SCREWFEED TECHNOLOCY 00:21:35 


— BMW mixed with cement 


i 
Rotating Auger [Heating #Shredding] 


Non Burn, Dry thermal process 
— | Weight by 20-257 

| Volume by 80% 

_,Used for sharps waste, Infectious 


waste 
— C/I Lor Radiological, Cytological, Pathological waste 


DRY HEAT — >185°C 
COMPOSTING—Land + cow dung [GOBAR] 


VERMI- COMPOSTING 
Earth worms [Eisinea foetida] + Land + Mature cowdung 


C[KHAD] + Coconut Husk 
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COVID-19 BMW Management 


Central Pollution Control Board (CPCB) guidelines (0:49) : 
Isolation Wards: : 

- Double layered bags for collection, storage & handling 
- Bags should be labelled as “COVID-19” waste 
- Wet € dry wastes should be collected in leak proof bags and : 
must be sprayed with sodium hypochlorite spray 


- Yellow bags should not be used for collection of general waste, : 
compostible bags should be used for wet waste 


- Inner as well as outer surface of Bins / Containers / Trolleys 
must be sprayed with 1% Hypochlorite spray. 


Red Bag: 
- Goggles RED BAG 
- Face shied 
- S-P Apron 
- Plastic cover all 
- Hazmat suite 
- Nitrile Gloves 


Yellow Bag: 


Triple layered YEUOW 
Masks < "s 


N-95 
Head cover / CAP Se 
Shoe cover 
Disposable linen gown 
Non plastic 
Semi plastic 
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E Cover all 
Used masks, tissue, toiletries of patients 


SAMPLE collection centres, labs: 


Red bag 

Pre treated 
- Viral transport media RED B^G 
- Plastic vials 
- Vacutainers 
- Eppendor* tubes 
- Plastic cryovials 
- Pitette tips 


Genral guidelines 
- General waste vs COVID-19 waste 


- Quarantine centres / camp waste — Yellow bag 


- Mask / Gloves o£ non patients 
l 
Paper bag x 72H 


| Cutting 
General waste 


(06:45) 


- Bags of general waste should be sprayed with 1X Sodium 


Hypochlorite 
- General solid waste 
l 
Land fills 
l 
Stabilised with Lime / Bleaching powder 
J 
Cover with soil 
l 
Entry into the place should be restricted 


Discarded PPE (General Public) i 


l | LZ > 
— NEN 
Bin x3 days 
| Cutting / shredding 


General waste 
PPE of Healthcare workers with Dead bodies 
i 
Yellow bag 


AIIMS COVID-19 BMW Management: (10:29): 


Red bin-01 


1) Goggles Face shields - 0.5% sodium Hypochlorite 
immersion for 10 minutes 
- Drying € wiping with 70% 
alcohol swab 


2) N-95 Redbin-02 
coveralls - Should be stored in double 
bags 
- Handed over to responsible 
staffs from house keeping 
€ sanitation twice a day 


3) Disposable PPES Red bin-03 


- Handed over to authorised 
waste collecting state of 
M/s Biotic Waste Solutions 
Pvt. Ltd 
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eee dots ago JI 


General Guidelines: 
- Double Layered bags 
- Binslabelled as COVID-19 
- Bags, trolleys Labelled as COVID-19 waste 
- Recordmaintenance of COVID waste 


Hypochlorite 


Common Disinfectants: 
- 1% Hypochlorite 
- 10 minutes contact should be there 
- Always freshly prepared solution should be used 
- 304 Isopropyl / Ethyl Alcohol 
- Delicatelnstruments 


Terminal disinfection: 
- Hydrogen peroxide based disinfectant 


- Fogging x 30 minutes 


SPECIFIC WASTE DISPOSAL 
HIV In€ected Maternal Disposal 
— Rxwith1% Hypochlorite 


4 
Categorize 
i 
Disposal 
Mercury Disposal 
— Recollect — Recycle — Reuse[R’] 
e-waste Disposal — Recycle 
Blood spill — 1% Hypochlorite (neutralizer]— Drain 
TB SPUTUM —. Incineration, Burning, Autoclaving, 


Boiling, 5% Cresol 


Disposal Area # Bins / Trolleys should be disinfected with 1% 


00:24:59 


Autoclavingl microwavingl hydroclaving — destruction| shredding — Energy recovery | 


fuel o Road making / 
UTER bg, B NEM 
pyrolysis (1200° O | | 
Deep burial | Solid | Contaminated waste E 


Human Anatomical waste ` 


Red ef 
Animal waste ^ ER write E Wasted Sharps / 
Soiled waste wn US UT 
bh aq DE Bio medical waste 
Yelow wm ; 
_ » management Autoclaving / 
omae T heat 
Chemical v "e" Dry 
Së Chemical T uid. | | \ | | : | 
q L Shredding! | 
waste Blue Mutilation/ | 
. ns JI utilati | i 
— hmmm. Encapsulation | 
cytotoxic drugs | ^7 Microbiological pue Vei | | 
n EN e , " Glassware A 
Drain Biotechnological Foundries | Landéills | | 
S? Kiss S Sharps pit 
| implants : p” 
—— I ra 


chemical Reaction 


l 
Incineration 


Chemical Rx ` 
4 Autoclaving 


. Hydroclaving Recycling | 
` Microwaving 
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Chapter 71 d P 


Biosafety Levels 


j High Risk Microbes 


Bio Safety Levels (BSL) 
AKA pathogen Protection Levels, Bio Containment Levels. 


SS 


BSL-1 BSL-2 BSL-3 BSL-4 


—ÓSet of Bio-containment precautions that are required to 
isolate dangerous biological agents in 
4 
BSLs 3 
2 
1 
— They progressively move from 1 to 4 in order of increasing risk 
from that particular microbe (or) organism 


— When we look at these four bio safety levels they are 
represented by individual symbol at biohazard (or) bio medical 


waste 


BSL-1 
. —ltismeant for basic teaching 8 research type of Labs 
—Here the focus is on| Good Microbiological Technique" (GMT) | 
— According to CDC Atlanta Cuidelines these include 
o Non pathogenic strains of E.coli 


o Non pathogenic strains of staphylococcus A 


o Bacillus Subtilis 
BSL-1 
o Saccromycis Cerevisuae 


Also other organism which don't contribute to Human disease. 


BSL- 2 


e Primary Health services, Diagnostic, Research Laborastories 


Organism under BSL - 2 include 
e Hepatitis A, B, C 


S ia 
e Pathogenic strains of E-coli 


e Pathogenic strains of staphylococcus "m 
e Salmonella 


e Plasmodium Falcipuram 
e Toxoplasma Gondii 


BSL-3 


e It is meant for special type of diagnostic services of research : 


labs. 


Level 2 + Special clothing + Controlled Access + Directiona : 
Airflow : 


e BSL-3 organism include: 
o Francisella Tuberensis 
o Mycobacterium Tuberculosis 
o Chlamydia Psittaci 
o Venezualan Equine Encephalitis Virus (VEEV) 


Good Micro biological Technique + use of protective clothing +. 
Bio hazard symbol 
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For more notes visit 
https://t.me/Latestneetpgnotes 


Or click this page to visit the 
channel 


e 
Easter Equine Encephalitis Virus (EEEV) ae 
o SARS - COV 1, COV 2, MERS | T x A 


o Rickettsia Rickettsii 

o Coxiella Burnetti 

o Rift valley fever virus 

o Brucella 

o Chicken Gunieya fever virus 
o Yellow €ever virus BS Ls 3 
o WesternNile Virus 

o Yersinia Pestis 


BSL - 4 

e Dangerous Pathogen Units/ Labs 
Level 3 + Airlock entry + water shower exit + special waste 
disposal 

Organism in BSL -4 include 

- Ebolavirus 

- Marburg Virus 

- Lassavirus 

- Hendra virus 


- Nipah virus B i L- H 


- Flavivirus 


Biosafety Levels of COVID: 
e BSL has become a quite important due to emergence of 
coronavirus across the planet as a biggest pandemic ever in. 
recent years 


e |£ you look at the biosafety levels in relation to covid 19 (or) 
SARS-COV -2 it involves two different biosafety levels. 


Routine Diagnotic Testing o£ | Viral isolation in cell culture $ | 
specimens Initial characterization of the | 


isolated viral agents. 
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DISASTER MANAGEMENT 


DEFINITIONS 


00:00:23 
Disaster ! 


— An occurrence that causes damage or ecological disruption or | 
the loss of human life or deterioration of health or health: 
services ON A SCALE sufficient to warrant an extra ordinary: 


response from outside of that community or area. 
— COLIN GRANT 


Any occurrence or catastrophy causing inóury and/or illness : 


simultaneously to > 30 persons who require hospital emergency ; 
services : 


Disaster Mitigation 


— Prevention of conversion of hazard/risk into disaster situation : 
[to minimize the damage] 


Surge Capacity 


— Ability of ahealth system to respond to disaster situations 


TYPES OF DISASTERS 00:00:28: 
NATURAL MANUAL 
Geological- Earthquakes, volcanos Wars 
Hydrological- Floods, Tsunamis Accidents 


Climatological- Droughts, Fires 
Biological - Epidemics 
Extraterrestrial - Meteorites 


2n | Ed] Preptadder 


DISASTER CYCLE 00:05:03 


00:06:32 
First aid, medical care 


Health € Medical Relie 
1. Primary phaseLO-6 hrs] — 


2 Secondary follow up [6-24 hrs]— Transportation, 
Sanitation, 


Immunization 


3. Tertiary clean up [1-60 days]— Food, clothing, 
Shelter, Social 


services, Employment 
Rehabilitation 


TRIAGE 00:08:18 


— Classification of victim of disasters 
— On basis o£ likelihood of survival 
_+Done at the site of disaster 
Categories 
Priority 
Highest Immediate Resuscitation or Limb/Life saving 
SxO-ehr - RED 
High — Possible Resuscitation or Limb/life 
Sx6-24hr- YELLOW / BLUE 
Low — minor induries [non life threatening], 
Ambulatory - GREEN 
Least— Dead # Moribund [about to die] BLACK 


Color coding — TAGGING 
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e 
Types ot Triage 00:15:34 " n 
START — Simple triage And Rapid Treatment | x ` 
SR 


—  Inremote inaccessible areas of country, done by 
LAY PERSONS 


REVERSE TRIAGE — minor induries must be given highest priority | 
—n wars, Battles | 


PDP [Post Disaster Phase] 00:18:33 
—MC disease reported is Acute Gastroenteritis : 
— Not seen in PDP ? 
Typhoid Scabies Leishmaniasis URI 
Cholera TB 


Leptospirosis 
—MCVitamin deficiency — Vitamin ACB3, C] 
— Vaccines in PDP —  AllC/lexcept Measles 
Q Which who Vaccines are C/lin PDP? 


—esply. Typhoid, Cholera, Tetanus toxoid 
[all others are relatively C/I] 


Q Which Vaccine is mandatory for medical persons ? 

— Typhoid, cholera, Tetanus toxoid 

— Most important preliminary step in PDP — Chlorination 
- residual Q2 in drinkingwater —20.7 mg/Ltppm1 


DMININDIA 00:23:40 
—National Disaster Management Authority : 
[NDMA] - chair person— Prime Ministry 

—Nodal Ministry — Home Affairs 

—Nodal center — District 


—National Institute of Disaster Management [NIDM] 
- under Home Affairs 
- under Union Home Minister 
National Disaster Response force 
- Includes CRPF, BSF, ITBP, CISF 


a E PrepLadder 
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_, Maximum mortality is reported from Hydrological Disaster 
Worst Man-made disaster — Bhopal Gas Tragedy, 
3rd Dec 1984 
- Methylisocyanide exposure 
- World Disaster Risk Reduction Day — 13thOctober 
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Chapter 73 


OCCUPATIONAL HEALTH 


OCCUPATIONAL DISEASES 00:00:23 : 
L Physical Agents | 
Heat —  Hyperpyrexia, Exhaustion, Stroke 
Cold —  ChillBlains, Frost Bite 
Light — Cataract, Miner's nystagmus 
Pressure —  Caisson's Disease 
Noise — Deafness 
Radiation —  Leukemias, Aplastic Anemias 
Others — Burns, Insuries, Accidents 


ll. Chemical Agents 


Gases —  Poisonings 
Dusts —  Pneumoconiosess 
Metals — Heavy metal Poisonings 


Chemicals ` — Poisonings[Solvents] 
Ill. Biological Agents 
Brucellosis 


Anthrax 
Leptospirosis 


IV.Occupational Dermatitis Mainly in metal type of exposure 
V. Occupational Cancers 


VI. Others —Neurosis, Hypertension 
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PNEUMOCONIOSES 00:04:30 


—D/t occupational exposure to dust 
—<0.5 y— Always in Brownian motion (Moves in 4 out] 


0.5 - 3y— Most dangerous practical size 
3 - 5u— Trapped by mid respiratory tract 
5 -10y— Trapped by upper resp. traction 
»10p— Fall on machine 

- Common Pneumoconiosis 


— MCmicro organism associated with Bagassosis 
+ 


Thermoactinomyces Sacchri 
_.MC/MC Cause of Death / MC Cause of Disability — SILICOSIS 


— Notifiable Diseases under factory Act 1948 
1. Silicosis 
2. Anthracosis 
3. Asbestosis 


: ^ 
4. Byssinosis 7 


— Snow Storm appearance on CXR- Silicosis 3 (o T 
— Byssinosis — MC seen in SPINNERS : 
— Bagasossis control in sugar mill — 2% Propionic Acid spray is. 
used 
LEAD POISONING/PLUMBISM/PAINTER’S COLIC 00:17:32 3 


—MCsourceinIndia ` — Petrol/Gasoline/ Vehicular exhaust 
MC mode in India — Inhalation 
—C/F 
Bartonian line- Blue line on gums 
(lead sulphide - Pbs] 
Pallor- 1* sign, most consistent sign 
Wrist /Footdrop-  nervepalsy 
Colic 
Encephalopathy 
— Screening Test — `  CPU[coproPorphyrin in urinel 


—  cuttOFF  »150Mcg/Lcut offs 
Diagnostic Test 


— ALAUEAmino Levulinic Acid in Urine] —» 5mg/L 
Lead levels in Blood —» 70 pcg/100 m 
Lead levels in Urine —) 0.8 mg/L 

- Mainly RBCs Affected 


Basophilic Stippling Basophilic Stippling 
RBCs £ 
Microcytic Hypochromasia 


—RxOC — LED 


2. Penicillamine 
—Prognostic Test —  PBS[Peripheral Blood Smear] 
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OCCUPATIONAL CANCERS 00:24:38 Ki 
_,MC Occupational Cancer —Skin [Squamous Cell Carcinoma] p 


— PVC [Poly Vinyl Chloride] Exposure —AngioSarcoma Liver 
Asbestos — Mesothelioma 
Benzene — Leukemia 


Benzidine 
N2/Aniline ls Bladder cancer [Transitional cell carcinoma] 


Nickel, Chromium, wood dust — Nasal sinus carcinoma 


RADON 

Silica dt Lung carcinoma 
CAISSON'S DISEASE / DECOMPRESSION SICKNESS 00:26:54 

— Affects deep sea drivers 

—4d/t Low pressure 

N2teCervescence — > Air Expansion 

4 A 

Bends Baro Otitis 

Chokes Baro Sinusitis 

Prickles BaroOdantalgia 

Paralysis [most severe] Emphysema [most Severe] 

Aseptic Bone Necrosis Abdominal distension 

- RxOC 


1. Recompression chambers 
2. Hyperbaric O2 therapy 


e 
ERGONOMICS 00:30:30 : g 


- Science where we study people's efficiency in their working : es ‘ 
environment. : SR 
- Pre Placement Examination Post Placement Examination ` 
Right man in Right Sob Regular periodic Examination ` 
Fitting Sob to work Annual- Most occupational 
Exposures 


Every 2m- Radiation exposure : 
Monthly - Lead, Dye, Radium : 
Daily- Dichromates | 


SICKNESS ABSENTISM 00:33:37 | 
1. Medical causes Economic | 
2. Non sickness causes E Social 
Other 


—8-10 days/person/ year 
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OCCUPATIONAL HEALTH 
LEGISLATIONS 


THE FACTORY ACT 1948 
—Factory— 210 persons working together with power or 


> 20 persons working together without power 


00:34:56 


Defense 

Mines 
—Not applicable on Railways 

Eateries/Food Soints 
— Child — 0-14 yrs [Employment prohibited da yrs] 
— Adolescent — 15-18 yrs 


— Work Hour Duration — 9 hrs/Day 
48hrs/week 
&O hrs/week [overtime] 


—1 Safety Officer / 1000 worker 
1 Welfare Officer /500 workers 
1 canteen/250 workers 
1 creche/30 female workers 

— 29 Notifiable Diseases 

— per capita space > 500 cu. €t. 


The ESI Act 1940 00:39:15 


—ESI — 
—Ministry — 

Chairperson — 
—Contribution — 


—Center: State — 


— Coverage 


Employees State Insurance 
Union Ministry of Labour 
Union Minister of Labour 
Employer — 3.25% of wages 
Employee — 0.75% 0f wages 
T 


- AllNon seasonal factories where 210 persons 
All other factories where = 20 persons 
- Income « 21,000/- per month 


Defence 
Not applicable on < Mines 


Benefits 


1. Medical Benefit 
2.Sickness Benefits 


Railways 


—  Fullmedicalcare 
—70 wages x 91 days 


Extended sickness benefit — 80% wages x 2 years 
Enhanced Sickness benefits ` — 100% wages x 7 Days 


[Vasectomy] x 14 Days 
[Tubectomy] 


3. Temporary Disablement Benefit— 907 wages till recovery 
Permanent Disablement Benecit 907 wages 


[worked by Medical Board]. 


4. Maternity Benefits — 100% wages x 26 weeks 
5. Dependence Benefit — 90% wages as pension 


6. Funeral Expenses 


— . UptoRs15,000 
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Chapter 75 Gy ` 
GENETICS € HEALTH 


GENE — A Sequence of DNA/RNA which codes for a 
molecule with a particular function 

GENOME — Sum total of genetic information o£ an individual, 
encodedin the structure of DNA 

GENOMICS — Thestudy of human gene 

GENE — Introduction of a gene sequence into a cell so as to 

THERAPY modify its behavior 

DNA TECH - Development of new Dx technique based on DNA 


E.g. Restriction enzymes 
EUTHENICS EUGENICS 00:02:03 
Environmental manipulation Genetic manipulation for full 
expression of genes 
For full expression of genes Positive Negative 
E.g. Disabled friendly schools ` IVF Abortion 
Gene Cloning Sterilization 


Egg transplant Family planning 


GENETIC COUNSELLING 00:04:05 


RETROSPECTIVE 


PROSPECTIVE 


Done to identity 
heterozygotes through 
Screening € then advise them 


E. 
Thalassemia 
Sickle cell anemia 


Seeking advice when a 
hereditary disorder has 
already occurred in the family 


ES. 

Congenital anomaly 
Mental Retardation 
MetabolismErrors 


HUMAN GENOME PROSECT 00:05:58 


— By Dr SAMES D WATSON (1990) 


— Total no. of genes inhuman genome — 19000 -20000 [-19,500] : 


HARDY WEINBERG LAW OF GENETICS 00:06:55: 
—Law of Population Genetics 
(a+b)? = a^*b^«2ab 


—Frequency of genes remain constant from one generation to: 
another generation 


Applicable on 


Static Population Dynamic 
Population 


Random Mating Population 


Non Random 
Mating 
Population 


Assortative 
The Hardy-Weinberg Principle | | Mating 
= = — | Population 
p? + 2pq + q? = 1 . | Mutation 
= o | | Gene flow 
Gene Drift 
Natural 
Selection 


Migration 


BLOOD GROUPS IN INDIA 
ABO RH 
O 40% Rh+ 94% 
B 33% Rh- 06% 
A 22% 
AB 05% 


BOMBAY BLOOD GROUP 
— Cannot express ABO d/t absence of H antigen 
— Cannot receive blood except Bombay blood group 
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Large Population Small Population : 


00:09:40: 


E PrepLadder 


V pte Rr IP Pop ott om t 


—4 persons/million population 
— Aka HH Blood group 


AMNIOCENTECIS INDICATIONS 
1. Age of women» 35 yrs 
2. H/o Down's syndrome 
Chromosomal defects 
Metabolic defects 
3. Sex determination is warranted 
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MENTAL HEALTH 


INTELLIGANCE QUOTIENT (IQ) 00:00: 20. 
— Score derived from Standardized tests 
—STERN's IQ Test 


Mental Age 
IQ £o ecce AO 
Chronological Age 
= |QPoints 


— useful till 15 yrs 
Q.15 yrs old child has mental age 5 yrs, IQ — ? 
IQ» ~ x100 —=33— Imbecile 


IQ Classification 
Idiot ^ 0-24 
Imbecile + 25-49 
Moron — 50-69 


Borderline — 40-79 
Lownormal — 80-89 
NormallQ — 90-109 
Superior — 110-119 
Very Superior — 120-139 
Near Genus — 140 

Mental Retardation Classification 
Normal lQ 2 70 


Mild MR 50-69 - 704 [MC] 
Moderate MR 35-49 "d 20-30% 
Severe MR 21-39 


ProfoundMR «s 20 
MCCMRinIndia— Down's syndrome 
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National Mental Health Programme 1982 00:02:13 


Aims 
1. Prevention € Rx of MH Disorders 
2.Use of MH technology to improve health 


3. Application of Mental health principles in development € to: 


improve Quality of life 


ObSectives 
1. Availability € accessibility for ALL 
2. Application o€ MH Knowledge in general H. care 
3. To promote community participation in MH 


Legislation 
The Mental Health Act 1987 — The MH Care Act 2011 


Mental Health Disorders in India 00:04:45 


—MC MH Disorder — Unipolar depression 
Alcohol disorder 
Schizophrenia 
Bipolar disorder 


—>MCC Death among MH Disorder : Alzheimer's $ Other Dementias 3 


—,DALY's lost d/t u. depression— 64,963 [1400 DALY's lost 
/1,00,000 population] 

—MC substance abused — Tobacco 
MCNarcotic Substance abused — Cannabis 

— Mental morbidity — 18-20/1000 population 


gr 2€ 
SUICIDES In India 


—Rate- 10.3 / 100000 population 
—JMC mode Hanging 
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PART 17 


HEALTH PLANNING € 


MANAGEMENT 
Chapter 77 


DEFINITIONS 00:00:24 
HealthPlannings — Orderly process of defining community 
health problems, identifying unmet needs, surveying the 
resources to meet them, establishing realistic Feasible Priority 


goals, provecting administrative action to accomplish the 
programme. 


Resources — Stock or supply of man power, money, 
materials, skill, knowledge, techniques € time that can be drawn 
by aperson or organization in order to function effectively. 


ObSectives — Precise, Specific PRE-PLANNED end point 
of all activities ina Health program 


90/90 —90*, case detection Rate 
» 90% cure rate 
Target — Degree of achievement of obsectives with a time line 


Goal — Ultimate desired state in a H. programme towards 
which ob3ective 8 resources are directed 


Controlot TB 
All or None Phenomenon 
Not constrained by time € resources 


PLANING CYCLE - AORP-PRIME [Mnemonic] 00:07:06 
AMT et 
Gemre Ate" 

Ba > D 


——— 
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HEALTH PLANING COMMITIEES 


BHORE COMMITTE [1946] /H.Survey € Devlopmen Committee 
00:00:53 


1 Short term plan — 1PHC/40,000 population 
2 Long term plan — PHC75bedded 
[3 million planJ Sec. Health Unit 650 bedded 
Tertiary Health unit 2500 bedded 


3 Social Physician —, 3m/12minternship post MBBSinPSM ` 


4. Schoolhealth 

5 Comprehensive H.care concept 
a.Promotive — Primordial level 
b.Preventive — Primary level 
c.Curative | — Secondary level 


BALWANT RAI MEHTA COMMITTEL1957] 00:04:17. 
1. Panchayati Ras Institutions [PRI's] ; 
2. 3 Tire Rural Health Infrastructure 


ZilaParishad — District 
Panchayatsamiti — Block 
Panchyat — Village 
RENUKAROY COMMITTE [19611 00:05:45 


—.Functional of School health services [SHS] 
— Provision o£ School meals 
— Medical Examination with involvement of parents 


MUDALIYAR / HEALTH SURVEY $ PLANINGCOMMITTEL1962] 06:50 
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1. 1PHC/40,000 population | w 
2. All India Health Services (AIHS) E 3 


3. Strengthen district hospitals with specialist services : 2mm 


CHADDA COMMITTE [1963] 00:08:47. 
For maintenance phase of National Malaria Eradication: 
Programme : 


1.1Basichealth worker / 10,000 population 


MUKERS! COMMITTE [1956-66] 00:09:33 | 
1. Delink Malaria 8 Family Planning 
2. Basic Health services 


SUNGAWALA COMMITTE(19671/ 00:10:13 
Committee On integration of Health Services : 
1. Integration of health services in India 
2. Equal pay for equal work (specialized pay for specialized work) 
3. Ban on private practice by Govt. Doctors 


KARTAR SINGH COMMITTE (1973)/ 00:13:03 
Committee OnMP Workers Under Health $FP : 
1. Multipurpose Workers 
2.1PHC/50,000 Population 
3. 1 Male Health Supervisor, 1 Female Health Supervisor 


SKI VASTAVA COMMITTEE (1975) / 
Group On Medical Education $ Support Manpower 
1. Bands Of Semi - & Para - Professional H. Workers 
2. Village Health Guides 
3. H. Assistants 
4, ROME SCHEME [Re Orientation of Medical Education] 
5. Referral Services complex 
Primary —> Secondary — —» Tertiary 
6. Medical Education Commission 
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KRISHNAN COMMITTEE (1283) 00:15:32 


URBAN REVAMPING SYSTEM 


BASAS COMMITEE (1986) 00:16:00 


1. Formulation of National Medical & Health Education Policy 
2. Formulation of National Health Man power Policy 


3. Education Commission 

4. Health Man power Cells 
HLEG COMMITIVE (2011) / 00:17:05 
[High Level Expert Group Committee] 

1. Universal health coverage 

2.3 ` yrs MBBS Course [Actually BRHC course] 
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Chapter 79 


HM TECHNIQUES, INVENTORY 
CONTROL 


HM TECHNIQUES 00:00:24 
1. Cost Benefit Analysis [CBA] 00:00:56 
—Output of aH. programme is in Monetary terms 
_+Eg. RNTCP 2018 saved 40 m. US $ 
00:02:29 


2. Cost Effective Analysis (CEA) 
—Output of aH. programme is in terms of Results 


Eg. RNTCP 2018 saved 3200 Lives 
— Comprehensive indicator of CEA QALY [Quality Adiusted Life 


Year] 
3. Input Output Analysis 00:04:14 
—nput — Cost 
Output = Results 
Monetary 
4, Systems Analysis 00:04:53 
—Comparison of 2 or more cost effective alternatives in a 
H. programme 
—£E.g. Sputum Smear PCR 
90% sensitivity 100% sensitivity 
10/- 2000-4000/- 
5. Network Analysis 00:07:11 


5A PERT Programme Evaluation 8 Review Technique 
5B CPM -Critical Path Method 


l 
Longest 


CL 3 


PERT — Sequence of activities in a health programme to plan, e pes 
schedule, monitor furnish timely reports e 


| ' SK A 


A 
e =H —91 53 Sok 


Network Anatysis{(PERT) 


CPM — Critical path — Total duration of activities which is longer 


6. Cost Accounting (Financial $ Resource Allocation) 
— Provides basic data on a Cost Structure of aH. programme 
Eg. 
10mUS$ ) 2m = for Dx 
RNTCP bm ` For Rx 
(2018-19) } 3m for Salary $ Infrastructure 


7. PPBS [Planning Programming € Budgeting system] 


—Allocation of resource to help achieve obòective in most. 
efficient way 


ZERO Budget Approach 


No fresh Budget allocation until € unless previous budget i is 
Zero [spent] 


—Financial year 
O1 April | 4— ——— —» 31March 
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———— HÉERmÓ€ 


8. Work sampling ym 
— Systematic observation & recording of activities of one or L7 
more individuals carried out at pre-determined or Random X 
intervals 
— Hospitals — Doctors, Nurses 


2, SWOT Analysis 00:17:05 
RNTCP 
Strength _» Dots 100% coverage, Rifampacin -highly 
bactericidal 


Weaknesses — Stigma attached 
Opportunities — Vaccine Research, Newer drugs 
Threats _» TB-HIV co-infection, Resistance 


KNOWLEDGE :Our competitors are 

pushing boxes But we know systems, pushing boxes can afford to sef for iosas- 

networks, programming and dat» 

management BRAND POWER we cant match the 
- Ne ges in the sunday paper. We dont have 

to know our customers, one by the tione) vend 

HISTORY : We've been in our town 

forever. We have the loyatity of 

customers end vendors. 

TRAINING <The najot soras Qu THE LARGE PRICE -ORIENTED STORE 

provide training, as systems When they edvertise low prices in the 

become more complex, training Is customers 

in greater command hex Giving Ulam goed values = 

SERVICES :AS ourntarget market TME COMPUTER AS APPLIANCES: 

needs more service, our competitors Volume buying of computers as 

ere less likely than ever to provide it. products in boxes. People think they 

need our services less. 
INVENTORY CONTROL 00:18:25 


—Stocks usage &Maintenance so as to able to meet demands 
without any delay, avoid wastage d/t improper storage or 
expiry while keeping costs of holding stocks to a MINIMUM. 


ABC ANALYSIS 00:20:40 
Always 
Better 


Control 
= (A) (B (C — ORS, PCM 


Budget 70% 20% 105 
No. ofltems 10% 20% 70% 
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VED Analysis 
Vital Drugs/ Items 
Essential Drugs/ Items 
Desirable Drugs/ Items 


No. of items 
Absence be tolerated 


SDE Analysis 
Scarcely available 
Difficulty available 
Easily available 


FSN Analysis 

F ast moving — ORS, PCM 
Slow moving — Doxycycline 
Non moving — Adrenaline 


GOLF ANALYSIS 
Govt controlled 
O pen market supplies 
Localsupplies 
Foreign market supplies 


e 


00:22:51 | o m 
PR, 
V E D 
10% 40% 50% 
Cantbe Sometime Longtime 
HML Analysis 00:25: 13 
High cost 3 
Medium cost 
Low cost | 
SOS Analysis 00:28:54 : 
Seasonal : 
O€£-seasonal 
EOQ Analysis 
Economic Order Quantity 


XYZ Analysis 
X High investment 


Y Moderate investment 


Z Low investment 
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PART 18 


BIO STATISTICS 
VARIABLES € SCALES 


Chapter 80 
BIOSTATISTICS 00:00:13 
— Application of statistics to a wide range of topics in Medicine, 
Biology & Public health 
VARIABLES 00 : 00833 
— Anything which can have a different value 
CLASSIFICATIONS 0g: 00:53 


QUANTITATIVE QUALITATIVE 
Can be measured &can be Can't be measured € can t be 
compared | compared 


Weight, Height, Hb, B. Pain, ABO grouping, Rh 
sugar, S. Cholesterol, Pulse system, Diabetes, Anemia, 
Rate,SBP, BMI, °C/°F, Age, . | Sex, Religion 

Mid arm circumference, 

Parity,Income 


DISCRETE 


CONTINUOUS | 

Many possible values € in between | Few possible values $ 
| 
| 


values No in-between values 


Weight, Height, Hb, B. Sugar, SBP, ABO grouping, Rh status, 
"C/*F, Age, Mid arm circumference, | Sex, Parity, Religion, 


BMI Anemia‘ wo 
Pulse rate 145 beats/2m - 72.5bpm | Types of Anemia, Severity 
o£ Anemia 


DICHOTOMOUS POLYOTOMOUS 
Only 2 possible values » 2 possible values 


Rh status, Blood group B Yes | Weight, Height, Hb, B. sugar, 
Obesity, Anemia No S.cholesterol, BMI Pulse Rate, 
SBP, ABO grouping, Sex, type 
| of Anemia, TNM staging, Age, 
Religion, Parity, C/°F 
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Weight Quantitative« Continous + Polyotomous 
ABO — Qualitative + Discrete + Polyotomous 
Rh .— Qualitative + Discrete + Dichotomous 
Parity —^  Quantitative+ Discrete + Polyotomous 
Age — Quantitative+ Continous + Polyotomous 
Religion— Qualitative + Discrete + Polyotomous 


SCALES OF MEASURMENT 00:22:41. 
CATEGORICAL DIMENSIONAL | 
"d 
NOMINAL ORDINAL METRIC 
Names Order Measurement : 
ABO, Rh TNMstaging o£ Cancer Weight, Height, Hb, B.- 
Anemia, Severity of Anemia sugar, PR, 


Types of Anemia HTN Classification SBP, BMI, 
S.cholesterol, Age, 
"C/*F, Parity 
Sex 
— Most of Qualitative Scales, measured on Categorical Scale 
Most of Quantitative Scales, measured on Metric Scale 
—Stastically most preferable scale ^ 
METRIC»Ordinal» Nominal 


METRICSCALE 00:29:15. 


| NO Ratios are possible, 
| HAVE no ABSOLUTE zero 
°C/°F Temp 


Ratios ARE possible, HAVE 
ABSOLUTE zero 
Weight, Height, Hb, B.SUGAR, 
S.cholesterol, Age, BMI, Pulse 
RATE, SBP 

Kelvin Temperatures 


| 
| 
| 
| 
| 


—-Masority of metric variable should be measured on Ratio scale : 


except "CIE 
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Chapter 81 


CENTRAL TENDENCY, DISPERSION 


MEASURES OF CENTRAL TENDECY 00:00:13 
Sum of all the observations Sum 
Mean — No.of observations n 


— Statistical Average 
Median — Middle value in ascending order [n=odd] or 
Average o£ 2 middle values in Ascending order [n=even] 
Mode  — Most frequent value 
Q Marks scored by 9 students Q Marks scored by 10 


student 9,1,3,3,0,4,8,7,6, 9,1,3,3,0,4,8,7,6,9 
Mean — = za (4.5) Mea — = 5 (5) 
Median © 013,346,789 Mediah+0.1,3,32,67.8.9,9 (5) 


Mode — @)Mode — 3 € 9 — Bimodal Distribution 


3+9 
inki =6 - Unimodal Distribution 


MEDIAN 
- n=ODD n=even 
GH RI «[2«)* 
a 
—Mean > Median» Mode 


Statistically most preferable measure of 
central tendency — Mean 
— Best measure of central tendency, if Data is 
- Nominal — Mode 
- Ordinal = Median 


- Metric — Mean 
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- Skewed — Median : 
e OUTLIERS 00:14:43. 
e Wtotéstudents of a class | 
50,46,48,50,52,54 — Mean 
50,46,48,50,52,154 — ` Median 
OUTLIER 
e Testused for identification of Outliers 
DIXON'S Q Test 
GRUBS Test [used for normal distributed data] 
CHAUVENET S CRITERION 
PIERCE CRITERION 


Q MeanHb — 12 
Median — 13 
ModeHb — ? 
— Mode — 3 Median - 2Mean— 
only applicable for Bimodal Distribution 
— Mode — 3(3) -2(12) — 15 
Qn= 20 student 
One student with highest weight [58Kg] was recorded 85 Kg 
Mean — increases 
Median — SAME 
Mode — SAME 
DISPERSION 00:18:42 | 
— Spread Of or Scattering Of Values around a Central Value In : 
a Data Distribution 


— Measured by 

Individual Observations Samples 

Range Standard Error 

Interquartile Range SE of Mean 

Mean deviation SE of difference b/w two means 


standard deviation (mc used] SE of Proportion 


Co-ef ficient of variation SE of difference b/w 2 proportions : 
Variance : 
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00: 20: 36 : 


STANDARD DEVIATION [c] 
— Deviation o£ each value from the standard value [Mean] 
—n = 100 
Mean wt = 60 Kg 
D? 
W1 =64kg +4 16) RMSDEIROOTo* 


W2 =56kg -4| TotalSD=O 16| Mean of Squares of 
W3 =62kg *2| Llimitations] 4 Deviation 


Wé =60kg O O | 
Standard deviation W100 
Woo [= =5KG 
STANDARD ERROR l 00:85 ^28 


—Deviation of each sample mean from the population mean 
—Sample mean is known as Statistic 

population mean is known as Parameter 
Q n=100 

Wt follow N distribution Mean wt=50 Kg 

SDof Wt = 1Kg SEMean=? 


Q. Weight follows N Distributions 
n,=50Kg n,=200 
M= 50Kg M,=60kg 
SD,=1Kg Sd,=3Kg 
SE of Difference b/w 2 sample means = ? 


—SE of Difference b/w 2 sample means = Low .— 
fà na 
a A 
- EE 7] e tat 


Q Weight follow N distribution 
n= 100 
AA — 50Kg 
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4047 Obese 
Se, = 7 
- SEotProportion- [$ 


»s P = given proportion 
] 100 


a=? 
Q. Wt follows N Distribution 


n = 100 n, = 200 
M, = 50Kg M, = 60 
40% Obese 30% Obese 


— SE of difference b/w two proportions — 


—SE does not depends on Mean - e e 
VARIATION /VARIABILIT Y 

Co-efficient of Variation [Cov] vu x 100 

Q. Weight follows N Distributions 
n, - 100 n 2200 
M, - 50 M, 
Sd, 1Kg Sd, =3Kg 
Which sample has higher variance? 


Which sample is more variation 
— COV, 1/50 *100 =2% COV, — 3/60*100 =5% 
— 2 sample has more variation than 1st sample 


-= Veg 


Vel? V,=3? VV, 
PRECISION 
i ^ dn 
SE ua 
10 
P,241002— P,2N2002 4.5 
SE 1 mcm. 
1 3 
P1» P2 
RANCE 


— Max value - Minimum value OR 
Expressed as Minimum to maximum 
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O-440-6 i 
- + o3*07 


00:35:10 ` 


= 60 kg Which sample is more variation ` 


00:38:22 


E PrepLadder 


—Eg.- min — 40Kg 
Max — 100Kg 
Range — 60 Kg or 
40-100 Kg 


RELATIVE DEVIATE [Z SCORE] 
Ons 100 
Hb shows N Distribution 
Mean Hb = 13.5 g/dl 
SDHb =1.5g/dl 


Z score of a student whose Hb is 15 g/dl ? 
Z = 1 Relatively deviated from mean value 


X 
—Z Score = 


x = given value 
p = mean value 


= 5,0-13.5 g/dL=1 


1.5g/dL 
—4Z score can be negative, Zero also 
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NORMAL/GAUSSIAN/STANDARD DISTRIBUTION 


Chapter 82 


NORMAL DISTRIBUTION € SKEWED 


DISTRIBUTION 


t 
No. 
i. Weight — 
Mahon 


1. B/L Symmetrical Bell shaped curve 
2. Mean = Median = Mode - Known as coincidence 
3.|€ Mean =0 in Normal Distribution then SD is 1 


4. Mean *1SD : Covers 687 value [68.3%] 
5. Mean + 28D ^ Covers 95% value [95.4%] 
6. Mean + 3SD Covers 99% value [99.77] 


Q WND 
n=100 
Mean wt = 60Kg 
SDW = 5Kg 


Q1. 95% student weight lie b/w 50Kgto70Kg 
>M + 28D=95% 

60 + 2[5]-957 

60+ 10=95% 
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Q268 Students weight lies b/w 55Kq to 65Kg 
—+M+z+i1SD = 687% 


60+5 = 687 
Q3.99% students weight lies b/w 45 Kg to 75Kg 
—+M+3SD = 99% 

60+3(5) = 9297 

60x15 = 99% 


Q4.How many students will have wt» 60 Kg — 50% 
Q n =300 ShowNormal Deviation 
Mean wt = 70 KgSD=5Kg 
1. 7-8 no. of students weight » 80 Kg 
— F70+1(5)=68% -—65-75Kg 


70 +10=95% — 60-80 Kg 25% — 60-80 — 2.57 
70 +15=99% . —55-85Kg - 2.5% op 300 = 7-8 


2. 48 no. of students weight «65Kg 
— 470+5=68% — 65-75Kg 
16% — 65-75 | 164 
16% of 300 = 48 
Q) Infinity [None] SD covers all 100% values in a ND 
— M+1SD=68% 
M +2SD =95% 
M +3SD = 99.7% 
| 
- Graphnever touches base line — Floating graph 


POINT OF INFECTION 
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Point of Infection | o | 
- Where top convex become concave on side | c 2 
- Location of Point of infection on X-axis is about 1SD : MA 
- Areacovered by the points of Infection is 68% | 


SKEWED DISTRIBUTIONS 00:18:30. 


Longer tail Longer tail 
going towardsRt/*veside going towardsLt/-ve side 
DIRECTION OF LONGER TAIL 
—Masority of students tail —» Ma3ority of students 
anexamwithLowmarks pass anexamwith high marks 
—Rt/+ve Skewed — Lt/-ve Skewed 
| CLUSTERING OF VALUES CLUSTERING OF VALUES ON 
ONLOWERSIDE - HIGHER SIDE 
RIGHT SKEWED CURVE LEFT SKEWED CURVE 


— Mean» Median» Mode —9Mode» Median» Mean 
POISSON'S DISTRIBUTION 00:24:05 3 


—No. of events are expressed in unit time 
—No. of OPD patients/Day 


Negatively Skewed ` Normal(noskew) Positively Skewed 


AA 


ege ZC, (eme 
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Chapter 83 


STATISTICAL ERRORS, P-VALUE 


STATISTICAL ERRORS (00:00:42) 
NULL HYPOTESIS [Ho] 
- Statement opposite to hypothesis 
- E.g. New Drug A vs older Drug E 
Null hypothesis-New Drug is NOT BETTER than older drug B 


Ho True Ho 
Resect | Type | No 
Ho Error Error 
Ho Error Error 


Based on Study Results 
> Ho True, Resected — Typel Error 
Ho False, Accepted — Type ll Error 
Ho True, Accepted — No Error 
Ho False, Resected — No Error 
^ TypelError is more severe than type ll Error 
PValue— Probability of Typel Error 
a — Max. Threshold[permissible] of type |l Error 
Globally accepted value of a> 5% 
8 — Probability of Typell Error 


REALITY 
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Q. | Which is True? Q. Which you want to [ap 
a. P <a study : EN A SA 
b. P=a a. P <a 
c. Poa b. p=a 
d. Any of above c. pa 
d. Any of above 


—|€P<a—> Results are significant 
P value should be < 5% [0.05] 
Q In cohort study |, RR=8, in smoking study to cancer, 
Pvalue 0.07 conclusion — Insignificant Results 
Q CSI, RR=6, P value =0.04 -_, Significant Results 
Q CSIll, RR=5.2, P value =0.02 — MORE Significant Results 


CONFIDENCE LEVEL (1 - aJ (00:20:16) ` 
Probability that value of a parameter falls with in a specitic 
range. 


— Confidence level can be ted by (inga. 

— for significant result — 1-0.05 2 0.95 — 957 

Q CSI, RR =8, [CL = 937) — Insignificant 

Q CSIl, RR = 6, [CL 2962) — Significant, 

Q CSIll, RR = 5.2, (CL=99%] — More significant 


POWER OF A STUDY [1-8] 
— Power of study ted by |ingg 


Probability that a test willresect a false Null Hypothesis 
Investigator done 


Q Probability of declaring a significant difference in a study: 
when actually it is not present 


Reality 


—Ho — there is no significant difference 
- InReality — True 


- Investigator — ReSected } TYPE1ERROR 
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Chapter 84 (6 ez) 


STATISTICAL TESTS 


(00:01:27) 
PARAMETRIC TEST OF SIGNIFICANE NON PARAMETRIC TEST OF 
SIGNIFICANE 
— Normal Distributions — Nonnormal Distributions 
— Quantitative — Qualitative 
— Means, SD — % Fractions 
— paired student's t test — SION Test 
unpaired student's t test CHI SQUARE TEST 


ANOVA LF- Test] 


PARAMETRIC TESTS — used to COMPARE MEANS, SD in 
PAIRED STUDENTS t TEST — PairedDatat1Croups] 
UNPAIRED STUDENTS T TEST — unpaired Data[2 Groups] 
ANOVA LF- Test] —. Unpaired Data D 3 Groups] 


NON PARAMETRIC TESTS — Used to compare % fraction in 
SIGN TEST — Paired Data [i Group] 
CHI SQUARE TEST — Unpaired Data D 2 Groups] 
— Sign test analogous to — Paired student t test 
Chisquare test analogous — unpaired students t test 
ANOVA F- Test) 


Q) n=10 Q)n=10 
Mean SBP =142 mm Hg Mean SBP males = 142 mm Hg 
Drug H x 2 months Mean SBP females = 126 mm Hg 
Mean SBP = 126 mm Hg 

WS —————— 
Paired Students t test Unpaired students t test 
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Q)n z 10 


MSBP Ward 1=142 mm Hg 
MSBP Ward 2 = 126 mm Hg 
MSBP ward 3 = 132 mm Hg 


Q) n=100 
46 4 HTN 
Drug Hx 2months 
264 HTN 


Lg l 


AnovatF- Test] 


Q)n=100 
40% Males HTN 
26% females HTN 


——" 
CHI Square Test 
2 Z-Test 
Variation of t test 
used only ifn » or » 30 
Q)n » 100 
Mean Hb = 11.2 g/dl 
IFAx12m 
Mean Hb = 12.7 g/dl 
ee 
Z-test 
Fischer's exact test 


SIGN TEST 


Q)n=100 
Word) 40% HTN 
Ward 2 264 HTN 
Ward 3 11% HTN 
—— 
CHI- Square Test 
(00:07:20) 


Q) 
Mean Hb = 11.2 g/dl 
IFAx12m 
Mean Hb = 12.7 g/dl 
Se ee? 


t-test» Z-test 


— Variation of chi-square test 


—used only (nc 30 


Q)n 2100 Q)n=20 Q) 

3/4th Males anemic 3/4thmales anemic 3/4th males : 
anemic : 

1/3rd Males anemic 1/3rd females anemic 1/3rd females. 
anemic : 

———— — j—^—(— —— 


CHI-Square Test FISCHER'S EXACTTEST ` CHI-SQUARE 


TEST Fischer's 
Exact Test 
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CHI-SQUARE TEST = 


—Degrees of freedom [DOF] v UJ 
DOF ss [C-1](r-1] — more Accurate : ~A 


Q)3x4 table, DOF = 2x3 = 6 
2x2 table, DOF =1x1=1 
3x5 table, DOF = 2x4 =8 
4x4 table, DOF = 3x3 =9 
DOF=n-1 
Q)n=100, DOF - 99 
DOF =(n,+n,)-1 
Gin, » 60, n,= 40; DOF - 99 
—value of Chi-square 3.84 for 2x2 table (DOF =1] at 957 CL ? 


«st M e» td 
E 


*"oo 


Dap up =- 
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Chapter 85 
STATISTICAL GRAPHS, 
CORRELATION, LOCATIONS 
STATISTICALGRAPHS (00:00:17) 3 
QUANTITATIVE QUALITATIVE 7 
—Histogram —  Barchart 
Frequency Polygon Pie chart 
Frequency curve Map 
Line chart Pictogram 
OGIVE 
Scatter Diagram 
F2LOSH 
MULITPLE BAR CHARI 
(00:02:18) : 
HISTOGRAM BAR CHART | 


SUR VER 


—Continuous Quantitative Data Discrete Qualitative : 


Data 


Frequency Polygon Frequency curve 


—By Soining the top middle points of — 
each bar in a histogram by a 
straight Line 


By 5oining the 

top middle point o£ 
each bar in a 
histogramby a 
curve line 


—Frequency polygon — Frequency curve conversion by 


1. ting the sample size 
2.reducing the interval size on x-axis 


Line Diagram — Depiction of TREND 


— D'Gëerent from Frequency polygon 


vV > 


e Noclosedloop 
e NoHistogram in the background 


OGIVE/cumulative Frequency Diagrams 
a Frequency only tses 
= Noclosedloop 
e NoHistogram on background 
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DOT/SCATTER DIACRAM 


QUALITATIVE GRAPHS PIE CHART/SECTOR CHART 


BAR CHART (V) 


— Discrete Qualitative Data 


Map PICTOGRAM 
Ke ER 
Pos er 
Ov OZE 
DE EA A 
PIE CHART/SECTOR CHART 


1. Total of all categories in the data must be 100% and 
2.All categories must be mutually exclusive 
Q.0-14 yr > 30% Q 0-14yrs — 30% 


10-19yÓn — 20x 15-49yr — 50% 

15-49yr — — 40x 50-59yr = 12 

250 yr — 10% 260 yr + 8% 
100% 100% 
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— Pie construction not possible — Pie chart construction is 


possible 

Q. IC one category is missing, 

O-14 yrs — 30% 

15-49 yrs — 50% 

50-59 yrs— 12% 
— Then calculate the missing one i.e, 260 yrs 
— 100-92 — 8X & can construct Pie chart 
Q. I£ 

0-14 yrs — 30% 

14-49 yrs— 50% 
— Then Remaining ie—» 50yrs — 20% 

& construct Pie chart 


NIE 
0-14 yrs — 30% 

— Then Remaining i.e., —^215 yrs — 80% 
€ construct Pie chart 


SCATTER/DOT DIAGRAM 


—Used for depiction of correlation [Relationship b/w 2 


Quantitative variables] 
— POSITIVE CORRELATION 
o€y«*1 
—y H8W = «0.8 
Ht wt are in Positive correlation 


—Negative Correlation 

- 1«y«o 

— Vitamin A is protective 
for epithelial cancer 

— y condom use & HIV Transmission — 0.9 
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(00:07:50) 


vir A Cyucald) — 


e 


Ár 
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0G 04 « 


e ce 
e condom use &HIV transmission are in negative correlation e = 
e for | until of condom use, there is 0.9 unit decrease in HIV Fe 
transmission : e A 


e condom usage is protective against HIV transmission 


No/ABSCENT CORRELATION 
=g 
4 
Leide ege ġo e » e See e zeg 
oF EMAS E Besse 3 Ba 
Lung ty 
milk Cuban) 
Ina study corelation co-efficient lies between -1«yc*1 
LOCATIONS 
Divides Into Equal parts 
Quartiles 4 
Pentiles /Qintile 5 
Tertiles 3 


Percentile/centile 100 


ne | E PrepLadaer 


—Q1 
Q2 
Q3 


Median 


Quartiles and data distribution 
Median 
Q, Q; Q; 


UNZ 


"a 
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Chapter 86 be 
i hh 
SAMPLING 
SAMPLING (00:00:16) : 
RANDOM/PROBABILITY NON RANDOM/NON 
/NON PURPOSE PROBABILITY/PURPOSE 
SAMPLING SAMPLING 
1. Simple Random 1. Convenience Sampling 
2. Systematic Random Sampling 2. Quota sampling 
3. Stratified Random Sampling 3. Clinical Trial sampling 
4. Multistage Random sampling 4, Snow Ball sampling 
5. Multi phase Random sampling 
6. Cluster Random Sampling 
SIMPLE RANDOM SAMPLING (00:03:48) 
—Random — Equal € Known chance : 
Q.n=100 : 
Average IQ level — ? E | 
—sample = 10 i-a 3 
Methods of sampling sass Zë : 
1. Lottery Method ia 
2. Random Number Tables Booklet [Most Accurate] : 
3. Software 
4. Currency notes 
SYSTEMATIC RANDOM SAMPLING 
- Sampling fraction/samplinginterval= Total population Size 
Total sample Size 
— Systematic 
Q.n=100 
Sample = 10 
Average IQ level 
320 E PrepLadder 


Population 


CREPES TT ETT Fa 
Age 


Sampie (every 3*) 
—+SF= 100 =10 
10 every 10th student selected 
_.Random— in the 1st Row, student will be selected by 
SIMPLE RANDOM Method 
STRATIFIED RANDOM SAMPLING (00:15:31) 

Ons 100 students 

- 50 Boys A 

- 50 Girls 


Sample = 10 
Avg. Hb level ? 


STRATIFICATION- Conversion of heterogenous population to 


homogenous groups 
— Then Random Sampling is done from each group/strata 


MULTISTAGE RANDOM SAMPLING 
Q.n=100 villages 
—lInIndia — 37 states ¢ Union Territories 
d 
E states 
J 
10 Districts 
J 
2 villages 


{ 
100 villages 
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— Sampling done in staging " p 
Randomisationshould be done in each staging Lt : 
— Wax 
MULTI PHASE RANDOM SAMPLING (00:21:38) | 


Q. Sample —100 sputum smear tive cases selection 
— 10,000 patients/Day OPD 


2,000 OPD patients 
1000— No e cough» 2 wks 


1000 —> Yes 
500-ss -ive "1 SS Ex. 


500 SS *ve 


100 SS +ve 


—Phase— Part of information is obtained in each stage & some 
are excluded based on that information 


— for Randomization, either ist or last stages are used 


CLUSTER RANDOM SAMPLING (00:24:13) : 
—used for Immunization coverage evaluation | 
- Simple Rs 
Systematic Rs Error is about + 30% 
Stratified Rs for immunization 
Multistage Rs Evaluation 
Multiphase Rs 


- CRS Errors Rate for Immunization coverage Evaluation —+ 5% 
—WHO Recommended Technique — 30 x 07 


cluster Children (12-23 months oe 
agel 
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— tg. 
30 clusters are selected by systematic Random sampling 


l 
Select 1st 7children of 


each cluster 


—. Total sample Size — 210 [30x#] (te) 


_, Intercluster disparity— even the clusters are not comparable to 
each other 
- Toremove inter cluster disparity, we use DESIGN EFFECT 


CONVENIENCE SAMPLING 
Q. Avg. Hb level of all medical students 
[5 medical colleges] — ? 
Sample Size = 100 


Population 
ALLELES] 
eete eet ee 


— Sampling according to convenience [Availability] of Investigator 
—Non Random sampling 
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QUOTA SAMPLING (00:31:39) 
Q.Avg. Hb level of all medical students [5 medical colleges] — ? 
Sample Size = 100 


—BIG SAMPLE is divided into smaller Quotas € Within each Quota 
there is convenience sampling 


—Non Random version of —STRATIFIED RANDOM SAMPLING 


SNOW BALL SAMPLING 
— Used for Hidden population First | 
e commercial sex workers 


e Insecting Drug users 
e HIV+ 


CLINICAL TRIAL SAMPLING 
— Always done first come first basis 


SAMPLE SIZE ESTIMATION 
Q. Prevalence of candida = 50% 


What is the minimum sample size required to estimate. 


prevalence of candida at 95% confidence level ? 


is 
SAMPLE Size = 4Pq P=prevalence from older study 
R 
q=l-p |= permissible error 
= 4x0.5x0.5 CL=95% 
(0.05)2 1255 — 0.05 
= 400 


— Even if P is unknown, by default take it as 50% 
Even if CL is unknown, by default take it as 95% 
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— Type of cross sectional study formula for cross sectional study | 
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Histogram 
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Statistical Graphs y 
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OCIVE / Cumulative A. | Line Diagram j| 
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i frequency diagram Scatter Diagram E. e Depiction of trend 

: e Used for depiction | 1 
of correlati : LÀ j 
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For more notes visit 
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Chapter 87 ae 
LA 
Maternal € Child Health values 
(Latest 2021) 

Maternal Mortality Rate 113] per 100,000 Live births 
Infant Mortality Rate (IMR) [32 ]per 1000 Live births 
Under 5 Mortality rate (USMR) [39 ]per 1000 Live births 
Neonatal Mortality Rate (NNMR) per 1000 Live births 
Perinatal Mortality Rate (PNMR) per 1000 Live births 
Still Birth Rate SBR per 1000 Live births 
National Growth Rate 13.87 
Vertical transmission (02:36) 

- Congenital Varicella—MC time of transmission 2" trimester 

- Hepatitis- B transmission during delivery direct 

innoculation 

Neonatal Tetanus Elimination: 

India - MNTE MAY 2017 

Elimination Criteria «1 case / 1000 Live births. 
Medical Termination of pregnancy (Amendment) Bill:2020 — (04:26) 

- Tillnow MTP Act 1971 
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Proposal Guidelines: Ke 
MTPACT 1971 MTP AMENDMENT BILL 200 i Ze E 


1 - 0-20 weeks of period op ` - 0-24 weeks of period of Ds 
i gestation is permitted for ^ gestation is permitted Cor 
MTP MTP 


A 


| 0-12W 


12-20W 0-20W 20-24W | 

low RISK High Risk Low Risk High Risk |: | 
1 Doctor 2 Doctors 1 Doctor 2 Doctor |: i 
| 


: - Failure of Contraception as - Failure of contraception is 
; a reason for MTP was only accepted for both married $ 
accepted for married women unmarried women 
- Medical board Statewise 
comprising of Gynecologist, 
paediatrician, Radiology and 
other Members to decide on : | 
MTP beyond 24 weeks | 
- Period of Gestation cases ot  - | 
substantial fetal anomalies | | 
- MTP beyond 0-24 weeks POG ` 
for special category of women 
(vulnerable women) 
1) Rape / Incest survivor 
2) Disabilities 


3)Minors : | 
- Privacy clause: Revealing the — 
name and other details of 3 
women undergoing MTP is | 
punishable under law except if it : 
has to be disclosed to person ` ` 
authorised by law : 
B Ed Prepadder 
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OWN YOUR DREAM 


| am Arnab Ray, a final year MBBS student at ANIIMS, Port Blair and this 
is my story. | was born in a place called Kalighat; a very remote and small 
village in Andaman that lacks even the most basic amenities including 
good education, internet and even communication channels to keep in 


touch with the outside world. 


| lived the first 14 years of my life here, in this remote village. At 14 | moved 
to Port Blair for better primary education. After completing my secondary 
education, | wanted to crack NEET and become a Medico, but coming from 
ns internet and proper coaching institutes, it felt like a distant 
dream. However not giving up, ! decided to talk to my parents regarding 
moving out of the island for better exposure and coaching. Convincing 
them wasn't easy. Firstly, because financial security was an issue and 
secondly because like most Indian parents, mine were overly possessive 


and protective too. 


a place sa 


After a lot of effort, eventually ! turned them around and they supported 
me in my pursuit of my dreams and my passion. They arranged money 
from our relatives, while | researched for the best coaching institutes in 
India. Finally, | decided to go to, Kota - primarily for coaching and 
additionally to learn about mainland India. 


Once there, | realized being in Kota is a struggle of a different kind and the 
ones who've lived in Kota will understand this better. So, | devoted every 
second of every day | spent there towards my studies. They were my 
escape from the everyday struggles of living in Kota. 


After | was done with my exams, | returned to my island. My hard work, 
determination, perseverance paid off. | had cracked the entrance and got 
admitted to Andaman and Nicobar Island Institute of Medical Science in 
Port Blair. Since then I've been sincerely working towards achieving my 
educational dreams. | have also started working towards a new dream i.e. 
to make Andaman a better place, an easier and more comfortable place. 
l've already taken up various projects to achieve this goal, including my 


startup, called 'QuickD’. 


| believe all dreams are achievable as long as we have faith in our dreams. 
So stay positive, have faith, and trust in yourself and your dreams. 


Arnab Ray 
ANIIMS, Port Blair 
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CLICK THIS PAGE 
FOR MORE!!! 


